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multiple antigen for pediatric use 


QUADRIGEN 


(Diphtheria-Tetanus-Pertu 


immunizes against 4 diseases 


A newly developed multiple antigen, QUADRIGEN is designed for 


simultaneous immunization of infants and preschool children against 


diphtheria, tetanus, pertussis, and paralytic poliomyelitis 


Good antibody response has been demonstrated in children 

immunized with QUADRIGEN within this age group.” 

The antigens in QUADRIGEN are adsorbed on optimum amounts of aluminum 
phosphate to provide a potent and compatible product. 

A single dose of QUADRIGEN is only 0.5 cc. See package for dosage schedule. 
With QUADRIGEN, multiple protection can be obtained with fewer 
injections at low dosage levels—a regimen that appeals 

both to patients and parents. 


*Barrett, C. D., Jr., et al 
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1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958 
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Tetracycline-Antihistamine-Anaigesic Compound Lederle 


Tonsillitis, otitis, adenitis, 
sinusitis, bronchitis or pneu- 
monitis develops as a serious 
bacterial complication in 
about one in eight cases of 
acute upper respiratory 
infection. To protect and 
relieve the “cold” patient... 
ACHROCIDIN. 


» Usual dosage: 2 tablets or 
© steaspoonfuls q.i.d. (equiv. 1 Gm. 
* tetracycline). Each TABLET 
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Heart Beats 





“HEART IN INDUSTRY” Conference Set 


“Can the cardiac work?” will be the theme of 
the third annual rehabilitation conference of the 
Michigan Heart Association. The day-long con- 
ference, Friday, November 13, will be at the new 
McGregor Memorial Center on the campus of 
Wayne State University. 

The conference will open at 9 A.M. for registra- 
tion and coffee. The formal program will begin at 
10 A.M. with a keynote address and a symposium. 
Outstanding authorities will discuss problems in 
the medical, legal, insurance, employment and re- 
habilitation fields related to the cardiac patient in 
industry. 

After luncheon, panels, one for each topic of the 
morning session symposium, will enlarge on these 
topics through group discussion. 

Sidney E. Chapin, M.D., is chairman of the con- 
ference planning committee. 


Applications for a Grant-in-Aid for the academic 
year 1960-1961 will be accepted through December 
15, 1959. The necessary application form may be 
obtained from the: Medical Director, Michigan 
Heart Association, Doctors Bldg., 3919 John R, 
Detroit 1, Michigan. 


CLINICAL SPEAKERS BUREAU 

The Michigan Heart Association provides clini- 
cal programs for county medical society meetings 
and component unit meetings of the Michigan 
Academy of General Practice. A “wet clinic” is 
held in the afternoon prior to the meeting to 
provide informal case discussion as well as the 
usual didactic lecture. 

Leading clinicians, expenses paid by MHA, can 
be secured by corresponding with the Medical Di- 
rector of the Michigan Heart Association. 


HOMEMAKER REHABILITATION 
PROGRAM CHANGED 


The “Heart of the Home” classes in housework 
simplification presented in co-operation with 
Michigan State University will be modified by a 
greater emphasis on body mechanics. The new 
two class series will include discussion and demon- 
stration of sit-down work, work levels and selection 
and use of household equipment in the first class 
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and kitchen layout, work centers, storage arrange- 
ments and application of work-simplification prin- 
ciples to specific jobs in the second. 

The classes presented through Wayne State 
University and Western Michigan University will 
continue to offer four class series as in former 
years. 

The free classes are offered in Michigan commu- 
nities for the benefit of homemakers with limita- 
tions of time, energy or physical capacity. No 
medical advice is given in the classes. Physicians 
are urged to refer patients who may benefit from 
the classes. Class series will be conducted in the 
following communities beginning in the month in- 
dicated: 


September: Benton Harbor, Detroit, Grand Haven, 
Milford 


October: Albion, Dearborn, Detroit, Dowagiac, 
Marquette, Monroe, Oak Park, Sturgis, Trenton 


November: Alcona County, Alpena, Hastings, Sault 
Ste. Marie 


Definite schedules may be obtained from the 
Michigan Heart Association. 


“MICHIGAN HEART DAY,” February 13, 1960 


The annual meeting of members of the Michi- 
gan Heart Association will be expanded to a full 
day of activity. Saturday, February 13, 1960, has 
been selected for the meeting at the Statler-Hilton 
Hotel in Detroit. Lay and scientific sessions will 
run concurrently in the morning and afternoon. 
Luncheon, a business meeting, a tea and dinner 
will round out the schedule. 

Among the scientific session guests will be Sam- 
uel Levine, M.D., Boston, speaking on coronary 
artery disease and Thomas Durant, M.D., Phila- 
delphia, speaking on congestive heart failure. 

Speaking at lay member sessions will be Louis 
Katz, M.D., Chicago, and Ancel Keys, Ph.D., and 
Mrs. Keys from Minneapolis. 

The Michigan Heart Association will continue 
to arrange the scientific session on heart disease 
for the Michigan Clinical Institute as in the past, 
but “Heart Day” will replace the annual dinner- 
meeting which in former years has been associated 
with the Institute. 
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August isn’t the only hay fever month* 
...and there is no seasonal limit 

on the antiallergic action of 
Chlor-Trimeton® Repetabs’ 8 or 12 mg. 


safest, best tolerated, for both seasonal and nonseasonal allergies 
the most prescribed antihistamine in the United States 


Bottles of 100 and 1000. 
SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


*in every month of the year there are 
allergenic pollens thriving in some part of the United States on RE ee, 





Report to The Council of MSMS on the 
Conference of Aging 


I would like to report to you the various things 
which have happened in the Field of Aging dur- 
ing the past year—as it affects the Michigan State 
Medical Society and its relationship to the AMA 
Committee on Aging. 

Last summer (1958), you appointed Drs. Fred- 
erick C. Swartz, A. H. Hirschfeld, and Hazen 
Price, as MSMS representatives at the AMA plan- 
ning conference in the Field of Aging held in 
Chicago on September 13-14, 1958. We all at- 
tended and came away with a new insight and 
enthusiasm for the many problems of our aging 
population. 

Basic research, personal and social adjustment 
were well presented, together with a complete 
coverage of all of the activities of the various 
national groups interested in aging. The chal- 
lenge to the medical profession was outlined by 
several members of the AMA Committee on Aging 
in a series of excellent presentations. Great stress 
was placed on health maintenance through proper 
diet, physical and mental activity. Community 
obligations, the physician’s responsibility to the 
older patient, and methods of financing health 
care for the aged were themes which created a 
great deal of discussion at all the sessions. We 
all felt this conference was well worthwhile. 

At the March 4, 1959, meeting of the State 


Geriatrics Committee, initial steps were taken for 
the formation of the Michigan Joint Council to 
Improve the Health Care of the Aged. You 
chairman was asked to call a meeting of represen- 
tatives from the MSMS, Michigan Hospital Asso- 
ciation, Michigan Dental Association, and the 
Michigan Nursing Home Association. This was 
done on May 27, 1959, an a Michigan Joint 
Council was organized with three designated rep- 
resentatives from each of the above organizations 
present. The organization of such state councils 
was encouraged in a letter from the Committee 
on Aging of the AMA. It was felt that much more 
could be accomplished through the combined ef- 
forts of these four groups than by each working 
separately. Preliminary suggestions for combined 
action were discussed but definite plans delayed 
until after the first national conference of the 
Joint Council, which was held in Washington, 
June 12-15, 1959. 

Your three representatives, Drs, Swartz, Hirsch- 
feld, and Price, were all present and came away 
with lots of ideas and plans for our Michigan 
Joint Council, which met again in Lansing on 
July 9, 1959. An additional report will be found 
in the minutes of this meeting. 


A. Hazen Price, M.D 


MEDICAL MEETINGS AND CLINIC DAYS 


1959 


Sept. 27-Oct MSMS Ninety-Fourth Annual Session 


% tober ] 
Workshop 


American Cancer Society, Michigan Division, District VI 


Grand Rapids 


Leland 


tober 7 American Cancer Society, Michigan Division, District V Flint 


Workshop 


tober 15-1 
union 


tober 21 
III Workshop 


Yctober 29-51 
October 29 


November 
Workshop 


November 


Novembe 
Clinic 


November 
November 
December 
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University of Michigan Triennial Medical Alumni Re- 


American Cancer Society, Michigan Division, District 


Divisional Meeting, American 
Michigan Regional Rural Health Conference 


American Cancer Society, Michigan Division, District II 


Michigan Regional Rural Health Conference 


Michigan Academy of General Practice Post graduate 


Michigan Regional Rural Health Conference 


American Medical Clinical Session 


Ann Arbor 


Grand Rapids 


Psychiatric Association Detroit 
Marquette 


Adrian 


Kalamazoo 


Detroit 


Michigan Regional Rural Health Conference Mt. Pleasant 


Detroit 
Dallas, Tex 
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for 
the 
tense 
and 
nervous 
patient 


a 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


One or two 400 mg. tablets t.i.d. 


100 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


WW) WALLACE LABORATORIES New Brunswick 





A survey of 1000 women revealed that psychic and psychosomatic factors 


are responsible for most symptoms of premenstrual tension. 


In a one-year placebo-controlled study,'! Miltown 


a relieved both emotional and physical symptoms in 78% of 42 patients. 


» was found “an [excellent] drug for repeated use, as in premenstrual 
tension.” 

Miltown causes no adverse effects on circulatory system, G.I. tract, 

respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scoved and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate e ‘ 
(Miltown) in premenstrual tension. i \ KN} } : 
].A.M.A. 164:638, June 8, 1957. 


meprobamate (Wallace) 


(9) WALLACE LABORATORIES, New Brunswick, N. J. 
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Doctor, I 
just can’t 


swallow a 
lot of 


Seis dees mace ina oo ae ws a ae 
er ean ey ee ne 


@@ Little mother, just 
ONE 


BONADOXIN 


tablet stops morning sickness 


tablets92 (you take it at bedtime)99 





The formula tells why BONADOXIN quickly stops nausea and vomiting of 
pregnancy in 9 out of 10 cases.* Each tiny BONADOXIN tablet contains: 
Meclizine HCI (25 mg.) for antinauseant action / Pyridoxine HCI (50 mg.) for metabolic replacement 
More than 60,000,000 tablets prescribed and taken. Toxicity low, tolerance 
excellent. In bottles of 25 and 100. Usual dose: one tablet at bedtime; severe 
cases may require another on arising. See PDR, p. 779. 

BONADOXIN also effectively relieves nausea and vomiting associated with: 
anesthesia, radiation sickness, Meniere’s syndrome, labyrinthitis, cerebral 
arteriosclerosis and motion sickness. 





After Baby Comes 


For infant colic, try antispas- 
modic BONADOXIN Drops... 
stop colic in 7 out of 8 cases.* 


Each cc. contains: 
Meclizine 8.33 mg. / Pyridoxine 16.67 mg. 


See POR, p. 779. 
*Bibliography available on request. 
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Say you saw it in the Journal of the Michigan State Medical Society 





NIANMITD' 


the mood brightener 


Lifts the 
burden of 


depression... 
opens the way 
for a sunnier 
outlook 


“TRADEMARK FOR BRAND OF NIALAMIDE 


New areas of therapy 


NIAMID is clinically effective in a broad range of 
states, including: involutional melan- 

cholia, senile dep postpartum depression, 
reactive depression, the ressive stage of manic- 
, and schizophrenic depressive 


A wide variety of psychoneurotic depressions seen 
in general practice also respond effectively to 
NIAMID. Depression associated with the menopause 
and with age 9 ye states, A sage ae ac- 
pope tes Bi gone or incurable diseases such as 

testinal and cardiovascular disorders, ar- 
thritis, pe pec gn rable cancer, can now be treated 
successfully NIAMID. 


NIAMID is also strikingly effective for many com- 
ts, mild or severe, vague or well defined, when 
due to masked depression rather than to organic 
di ression may take the form 
of guilt feelings, crying spells or sadness, difficulty 
in concentration, ee of mages d or drive, insomnia, 
emotional fatigue, f opelessness or help- 
lessness, loss of interest in normal activity, listless- 
ness, apprehension or agitation, and loss of appetite 
and weight. 
While tranquilizers have had some measure of 
wn cctaaae in many of these areas, NIAMID now 
Sivas racticing physician a new, ‘safe drug for 
a oe of depression without the 
tek of increasing the depressive symptoms. 


New safety 


NIAMID, in extensive clinical trials, has not been 
associated with the hepatotoxic reactions observed 
with the first of the monoamine Oxidase inhibitors. 
These reactions haye not roe seen with NIAMID. 


uae a NIAMID by a ite 

tors, not only has no liver dam- 

but only in a very few isolated 
eff been seen. 


Techie ai Rell ay Wathen dash pt te 
unique Carooxkamude cn ia in the NIAMID molecul 
This structure may ex 
largely unchanged in only insignifi- 
f n ing 
oxidase 
with hepatic toxicity, 
evidence oe substantial quantities 
of free hydrazine were formed in the body. 


Background of NIAMID 


A major advance in the treatment of mental de- 
mmoles prod wey tee an athe penne ddan 

uence of brain serotonin and norepinephrine on 
the mood. Levels of both these neuro-hormones are 
decreased in ee under experimental condi- 
tions analogous to de ee: ief of these model 
depressions is seen with a rise in the levels of both 
serotonin and rine. 


A second advance came with the development of 


monoamine oxidase inhibitors, substances which 


proportionately. 


Cz Science for the world’s well-being ™ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y¥. 





Attention at Pfizer Research was then directed to 
a new drug that would overcome this disadvantage. 
NIAMID significantly raises the cerebral level of 
both serotonin and norepinephrine under experi- 
mental conditions. 


The dramatic discovery of NIAMID now makes 
available an extremely effective, safe antidepres- 
sant for the successful treatment of a full range 
of depressive states. 


Precautions 


Side effects are most often minor and mild mani- 
festations of central nervous system stimulation, 
modifiable by reduction in dosage; these may take 
the form of restlessness, insomnia, : 

ness, vertigo, dry mouth, and perspiration. Care 
should be taken when NIAMID is can with chloro- 
thiazide compounds, since hypotensive effects have 
been noted in some i 


dence ot liver damage in patients on NIAMID; how- 
ever, in the’ posstbl © have any history of li 
disease, possibility of hepatic reactions 

be kept i in mind. 


Dosage and Administration 


Start with 75 mg. weno me Fag te om 
After a week or on gp Ser 
ward or downv 


pressed substantially 
saien tera op OO te daily has been 
and prolonged administration before responses are 


Supply 


NIAMID is available in: 25 mg., pink, scored tablets 
in bottles of 100; and 100 mg., orange, scored 
in bottles of 100. 
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Calurin crystals in solution one min- 
ute after being mixed into water 





CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


lis le i cinmeaaiaata SA mp he atta wet 
- s os 


Particle-induced . ulceration — section through 
lesion found in gastrectomy specimen. An aspirin 
particle was found firmly imbedded in this under- 


Calurin, being freely soluble, is promptly avail- 
able for absorption into the systemic circulation. 
Salicylate blood levels in 12 subjects receiving 


mined erosion. Such lesions may be associated 
with the relative insolubility of aspirin, which 
remains in particulate form after dispersion in 
gastric contents. 


both Calurin and plain aspirin were found to rise 
more than twice as high within ten minutes fol- 
lowing Calurin. Also, these levels persisted 
higher for at least two hours."! 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


High solubility forestalls gastric irritation or damage. This advantage 
is of special importance in arthritis and other conditions requiring 
high-dosage, long-term therapy. 


Produces high salicylate blood levels rapidly for prompt analgesic, 
anti-pyretic, anti-arthritic effect. 


Sodium-free — for safer long-term therapy. 


Flavored: can be chewed or dissolved in the mouth without water if 
desired — an advantage for patients requiring aspirin administration 
during the night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain 
and fever in adult patients, the usual dose of Calurin 
is 1 to 3 tablets every 4 hours, as needed; in arthritic 
states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


fever, 3 to 5 tablets 4 or 5 times daily. For children 
over 6 years, the usual dose is 1 tablet every 4 hours; 
for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 
3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 
cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. 
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THE MONTH IN WASHINGTON 


The House Ways and Means Committee has 
put aside until next year the so-called Forand Bill 
which is opposed vigorously by the medical profes- 
$10n., 

But supporters of the legislation have made 
clear that they will press for action by Congress 
next year when politics will be paramount be- 
cause of the presidential and Congressional elec- 
tions in November. 

The Ways and Means Committee took no ac- 
tion on the legislation after five days of hearings 
highlighted by the Eisenhower Administration 
lining up with the medical profession in opposi- 
tion to it. 

Arthur S. Flemming, Secretary of Health, Edu- 
cation and Welfare, told the committee that “‘it 
would be very unwise” to enact such a bill. He 
warned of “far-reaching and irrevocable conse- 
quences.” It would freeze health coverage of the 
aged “in a vast and uniform government system” 
and would mark the beginning of the end of vol- 
untary health insurance for old persons, he said. 

Secretary Flemming later promised to report to 
Congress early next year on possible alternatives, 
including Federal subsidies to private carriers of 
health insurance for the aged. But he took no 
position on any of the alternatives for the time 
being. 


Summing up the hearings, Dr. F. J. L. Blasin- 
game, Executive Vice President of the AMA, said: 

“It was shown that it would be most unfortunate for 
the federal government to move in for political reasons 
and attempt in a compulsory fashion to solve by legisla- 
tion problems which are being thoughtfully considered 
at the state and local level by the medical profession 
and other dedicated members of the health team.” 


Main support for the bill, which was sponsored 
by Rep. Aime J. Forand (D., R.I.), comes from 
organized labor. The legislation would increase 
federal Social Security taxes to finance hospital, 
surgical and nursing home care for Social Security 
beneficiaries. 

Although this bill has been shelved for the time 
being by the House Committee, the problems of 
the aged are being studied by a Senate Sub- 
committee headed by Sen. Pat McNamara (D., 
Mich.). The Subcommittee on Problems of the 
Aged and Aging of the Senate Committee on 
Labor and Public Welfare has held public hearings 
intermittently in Washington. It also planned to 
hold hearings in various other cities. 
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In his second appearance before the Senate 
Subcommittee, Dr. Frederick C. Swartz, Chair- 
man of the AMA’s Committee on Aging, reported 
that state and local medical associations “have 
moved promptly” to make the AMA’s six-point 
“positive health program” for the aged “an ef- 
fective and workable instrument.” 

Dr. Swartz said that the problem of financing 
health services for the aged is “a temporary, not 
a permanent one” because “each year, more and 
more of the Americans who are reaching sixty-five 
are covered” by voluntary insurance. 

* * * 


Democrats in Congress cut back their housing 
program further after President Eisenhower vetoed 
a $1.4 billion bill. Starting with a $2.1 billion 
program, Democrats came down to the $1.4 bil- 
lion figure in an effort to avoid a veto although 
it was a more expensive program than Mr. Eisen- 
hower wanted. 

After the President vetoed this bill anyway, 
Democrats came up with a $1 billion bill which 
retained three provisions of interest to the medical 
profession. 

They would (1) provide construction loan 
guarantees by the Federal Housing Administra- 
tion of up to 75 per cent of the cost of proprietary 
nursing homes; (2) authorize $25 million in direct 
loans for construction of housing for interns and 
nurses, and (3) authorize a $50 million revolving 
fund for direct loans to help private nonprofit 
corporations build rental housing for the elderly. 

* * * 


Congress voted a compromise $400 million ap- 
propriation for medical research. The amount 
was about $80 million less than approved by the 
Senate, but was more than $100 million above 
the Eisenhower Administration’s request for the 
National Institutes of Health. 

The allotments for research in specific fields in- 
cluded: cancer, $91 million; mental health, $68 
million; heart, $62 million; arthritis, $47 million; 
neurology, $41 million; allergy, $34 million. 


Pancoast tumors are inaccessible to bronchoscopic 
biopsy, but may be identified by cytological examination. 


* * * 


Fifty grams of radium are being assembled by Roose- 
velt Hospital, New York City, in a special bomb so 
constructed that the point of greatest intensity will be 
10 centimeters beneath the skin surface. 
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“T seem to have the blues all the time... 


I can't sleep...” 


in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES." *? 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light- pink, scored tablet contains 1 mg. 


2-diethylaminoethy] benzilate hydrochloride (benactyzine HCl) a Af 
and 400 mg. meprobamate. eG p r O 


References: 

1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1952 

2. Current personal communications; in the files of Wallace Laboratories. )°WALLACE LABORATORIES, New Brunswick, N. Je 
3. Pennington, V.M.; Am. J. Psychiat. 115:250, Sept. 1958. TrRADE- mann €0-9080 





Editorial Comment 





NEEDED RELIEF FOR THE ELDERLY 


Yes, business is good—even to the point of prom- 
ising to balance President Eisenhower’s $77 billion 
budget, if the trend holds. But continuing high 
prices mean only further deprivation for the na- 
tion’s aged, whose plight calls for prompt attention. 

The thinking of depression days guided those 
who set up today’s social security legislation. The 
idea was to retire the elders and give more jobs to 
young men, and so it was that the present regula- 
tions were adopted. These provide that any per- 
son between 65 and 72 entitled to old-age or sur- 
vivor benefits under the social security law loses 
those benefits if he or she earns more than $1,200 
a year. 

Sen. Joseph §.. Clark, Jr., of Pennsylvania has 
introduced legislation seeking to quit penalizing 
old folks who have the ability and energy to keep 
on working. Under his bill, persons who earned 
more than $1,200 a year after age 65 wouldn’t 
lose their entire social security benefit; instead they 
would be paid a higher benefit through retirement 
increment, after their eventual retirement, At age 
72 persons continuing to work would receive full 
benefits, as under the present law, but at a rate 
28 per cent higher. 

We still have many unemployed, but it is likely 
that the fortunes of these people cannot be mate- 
rially assisted by continuing to impose hardships 
on older persons simply because a generation-old 
law hasn’t been brought up to date. The Clark 
legislation is the welcome kind that helps people 
to help themselves, but without extra cost to the 
nation.—B. C. Enquirer-News, May 21, 1959. 


BLUE CROSS LOOKS TO THE 
65-AND-OVERS . 


Blue Cross finally has developed a plan to pro- 
vide health insurance for persons not already en- 
rolled before reaching the age of 65. 

Its provisions submitted to the State Insurance 
Department are somewhat rigorous as they apply 
to subscription requirements and costs. They call 
for individual policies costing $8.47 a month. If 
an individual’s income does not exceed $2,500, the 
Blue Shield payments provided will be accepted 
as the full fee by participating physicians. 

In effect this means that an elderly couple whose 
income is not more than about $200 a month and 
who will be paying $16.94 in health insurance 
premiums would be the only subscribers to be free 
from higher-than-minimum doctor fees. The in- 
come cutoff point may have been set too low by 
Blue Shield’s participating physicians. 

The cost of the Blue Cross hospitalization ap- 


1390 


pears high, but in offering coverage to the elderly, 
who are naturally inclined toward increasing ill- 
ness, perhaps this is to be expected. 

In years to come, the numbers already carrying 
regular hospitalization and health insurance when 
they reach 65 may largely obviate the need for a 
special policy for the elderly. 

But, until that time, the need for protection for 
the elderly is great. Blue Cross deserves credit 
for offering to meet the need. If the plan’s details 
are proper, the State Insurance Department should 
give its approval swiftly—Detroit Free Press, 
August 3, 1959. 


DETROIT’S HEALTH: TWO ASPECTS 


Thoughtful public attention during the past 
week in Detroit has been focused upon two major 
matters which unite under the general category of 
health. 

The events are the ouster of the Michigan 
Cancer Foundation from the American Cancer 
Society and the introduction of an over-65 hos- 
pital-medical plan by the Blue Cross-Blue Shield. 

By ultimatum, the national cancer association 
gave its local affiliate an order to quit Detroit’s 
United Foundation and conduct its own fund- 
raising campaign. 

Whatever the merits of the ACS, the Michigan 
Cancer Foundation made the only reasonable 
decision. It stayed with the UF and accepted 
expulsion from the American Cancer Society. 

In the battle against cancer, the Michigan 
Foundation gets better financial support, at less 
administrative costs, than it ever did or could 
in an independent fund drive. 

In the field of public education and_ public 
service, The Michigan Cancer Foundation has 
done its work admirably and can so continue— 
can perhaps do far better when relieved of the 
$400,000 paid annually from the Wayne-Macomb- 
Oakland division to the national society. 

In research, it can proceed as efficiently as ever. 

In the present state of knowledge about the 
causes of cancer there is no advantage to be 
gained in research through large organization. 

Science is still waiting on an individual flash 
of insight to construct a theory of cause. 

Until this insight arrives a local agency’s re- 
search can be as profound in its results as a huge 
bureaucratic national one. 

The Blue Cross-Blue Shield insurance plan for 
older persons is a necessity of our compulsory re- 
tirement system which, for better or for worse, 
seems destined to remain. 

A great complaint of the retired is the cost of 

(Continued on Page 1402) 
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e 9 — * ai 
case profile no. 2758 | 
A middle-aged man had intermittent 
low back pain attributed to injuries re- 
ceived in an automobile accident three 
years ago. The pain radiated down both 
legs, making the patient walk bent over. 

He also had difficulty in getting out of 
bed and had to pull his knees up and 
roll out. Any heavy lifting precipitated 
a new attack, and he tired easily. 
Findings on x-ray of the thoracic 
and lumbar spine were negative. All 
other laboratory studies were within 
normal limits. A herniated disc, though 


still a possibility, was temporarily ruled 


out by the neurologic examination. Pre- 
vious treatment consisted of analgesics, 
steroids (without success), and nar- 
cotics during severe attacks. 

On a dosage of Trancopal, 100 mg. 
t.i.d., this patient is able to walk around 
almost normally and carry on his regu- 
lar activities as long as he does not 
overdo. He has received Trancopal for 
over seven months with excellent relief 
of symptoms. There have been no side 
effects. 

*Clinical Reports on file at the Department of 
Medical Research, Winthrop Laboratories. 





what you 
wher 


THE FIRST TRUE TRANQUILAXANT 
rancopal 


ss fof Svsutiehot then D> case profile no. 3347* 


and premenstrual tension . A 35-year-old housewife had a_ history 
pe ee of severe dysmenorrhea and premen- 


% 


- : 

: aay * strual tension. Menarche occurred at the 
y G “ 5 . ~~ : ‘ ; ; ; 7 
AG Ie y * age of 14. She is a gravida 2, para 1. Her 


‘ Pe ‘ menstrual cycle is fairly regular, and 


mo” re A. : : ° ° ‘ 
aie. | ? & fg he previous medical history indicates no 
gi a ae 
: * "7 
ts 


* apparent abnormalities. Findings on 
‘ 
on 


pelvic examination were negative. Severe 
tension and irritability routinely oc- 
curred from two to seven days before 
and during menstruation. Cramping was 
experienced for all three days of the men- 
strual period. Analgesic preparations 
provided limited symptomatic relief. 

lrancopal, 200 mg. t.i.d., was 
prescribed for dysmenorrhea. It not 
only has relieved the severe cramping, 
but has provided a welcome relief 
from the irritability accompanying it. 
Because of these excellent results, Tran- 
copal also was prescribed for her tense- 
ness during the premenstrual period 
with a most gratifying response. 

This patient has successfully re- 
mained on the above regimen for over 
six months without adverse effects. 
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THE FIRST TRUE TRANQUILAXANT 
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In musculoskeletal disorders, effective in 91°) of patients 


In anxiety and tension states, effective in 88°; of patients. ! 


Low incidence of side effects 3% of patients). Blood 
pressure, pulse rate, respiration and digestive processes 
unaffected by therapeutic dosage. No effects on 


hematopoietic system or liver and kidney function. 
No gastric irritation. Can be taken before meals 


No clouding of conse wmusness, no euphoria Or de pression 


Low back pain (lumbago, etc \nxiety and tension states 
Neck pain (torticollis, ete Dy smenorrhea 

Bursitis Premenstrual tension 
Rheumatoid arthritis \sthma 

Osteoarthritis \ngina pectoris 

Disc syndrome \lcoholism 

Fibrositis 

Ankle sprain, tennis elbow, et« 

Myositis 

Postoperative muscle spasm 


wi 
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Strength 


Dosage: Adults, 100 or 200 mg. orally three 
or four times daily. Relief of symptoms occurs in fifteen 
to thirty minutes and lasts from four to six hours. 


(I inithvop LABORATORIES 


New York 18, New York 


Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S Pat. Off 
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calling for one ti let a day will 
carry her through term to the 
six-week postpartum checkup. 
This means you are assured of a 
nutritionally perfect pregnancy. 


and she realizes major savings. 
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SQUIBB x } y Squibb Quality the Priceless Ingredient 
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* 4nd when baby comes, specify Kngra n bal IV d rops— full vitamin 


support in half the volume of most similar preparations — lasts twi 
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in 15 cc. and 50 ce. bottles. Convenient ‘Flexidose’ Dropper assures accurate dosage 


Say you saw it in the Journal of the Michigan State Medical Society 





for the control of tension and G.I. trauma, 
many of you have been writing this 
prescription in increasing numbers for 
nearly two years... 
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predictable results 
in the control of 
tension and G.I. trauma 


Gui) LEDERLE LABORATORIES, A Division cj) 
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NEW! for greater flexibility 
in the control of 
tension and G.I. trauma... 
now you can write: 
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New PATHIBAMATE-200 Tablets combine 
Meprobamate at one-half strength, with 
PATHILON at full established potency. 


In the management of such gastrointestinal 
dysfunctions as duodenal or gastric ulcer, 
intestinal colic, spastic and irritable colon, 
ileitis, esophageal spasm, gastric hyper- 


motility and anxiety neurosis with G. |. With PATHIBAMATE-200, further individual- 


symptoms, nearly two years’ experience has 
confirmed the clinical advantages derived 
from the combination of the two agents in 
PATHIBAMATE. 


ization of treatment is facilitated in respect 
to both the degree of tension and associ- 
ated G.|. sequelae, as well as the response 
of different patients to the component drugs. 


Supplied: PatHisAMATE-400 — Each tablet (yellow, % scored) contains Meprobamate, 


400 mg.; PATHILON Tridihexethy! Chloride, 25 mg. 


PaTHIBAMATE-200 — Each tablet (white, coated) contains Meprobamate, 


200 mg.; PATHILON Tridihexethyi Chloride, 25 mg. 


Administration and dosage: PaTHiBAMATE-400 —1 tablet three times a day and 2 tablets at bedtime. 
PAaTHIBAMATE-200 — 1-2 tablets three times a day and at bedtime. Adjust 


AMATE 


dosage to patient response. 
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"PATHILON Is now offered as tridihexethy! chloride Instead of the lodide, since the latter may Interfere with the results of certain thyroid function tests. 
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AMERICAN CYANAMID COMPANY, Pearl River, New York 
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In the management of such gastrointestinal 
dysfunctions as duodenal or gastric ulcer, 
intestinal colic, spastic and irritable colon, 
ileitis, esophageal spasm, gastric hyper- 
motility and anxiety neurosis with G. |. 


New PATHIBAMATE-200 Tablets combine 
Meprobamate at one-half strength, with 
PATHILON at full established potency. 


With PATHIBAMATE-200, further individual- 


symptoms, nearly two years’ experience has 
confirmed the clinical advantages derived 
from the combination of the two agents in 
PATHIBAMATE. 


ization of treatment is facilitated in respect 
to both the degree of tension and associ- 
ated G.I. sequelae, as well as the response 
of different patients to the component drugs. 


Supplied: PatHisamMATe-400 — Each tablet (yellow, 4 scored) contains Meprobamate, 


400 mg.; PATHILON Tridihexethy! Chloride, 25 mg. 


PaTHIBAMATE-200 — Each tablet (white, coated) contains Meprobamate, 


200 mg.; PATHILON Tridihexethyl Chloride, 25 mg. 


Administration and dosage: PaTHiBAMATE-400 —1 tablet three times a day and 2 tablets at bedtime. 
PATHIBAMATE- 200 — 1-2 tablets three times a day and at bedtime. Adjust 


AMATI 


dosage to patient response. 


400 
200 


"PATHILON Is now offered as tridihexethy! chloride instead of the lodide, since the latter may Interfere with the results of certain thyroid function tests. 


SEPTEMBER, 1959 


AMERICAN CYANAMID COMPANY, Pearl River, New York 


Say you saw it in the Journal of the Michigan State Medical Societ) 








a UNI Verge) 
Tecord Cc 
n 4Nxie¢ A tension 4nd a 
ATARAY gro Produceg a 
favorable State of ™ and ranquility 
than any drug Previous}, Used, 
FF wid t latitude 


O 


‘ Syr 
lution, 10 





TARAXE 


nd of hydroxyzine) 
(bra 


<f Ine. 
17, N. a , 
eg nb tau @ sip ae 
ey the World’s 
7 or 
Science 








new hope for fetal salvage 


The results of administering Delalutin 
before the 12th week of gestation to 82 
women with habitual abortion were reported 
recently by Reifenstein! in a compilation of 
data supplied by 45 investigators. Every 
patient had experienced at least three con- 
secutive abortions immediately preceding 
the treated pregnancy. More than 68% of 
these women were delivered successfully and 
uneventfully following Delalutin therapy. 
Boschann,? in a study of pregnancies with 
threatened abortion, found that: 
37% of 73 pregnancies were carried to 
term without progestational therapy 
64% of 42 pregnancies were salvaged 
by progesterone 
83% of 73 pregnancies were salvaged 
by Delalutin 
Eichner,® found that in Delalutin-treated 
women, fetal salvage of infants below term 


DELALUTIN BABIES WHOSE MOTHERS 


Mary Ann Cribben 
Garden City, N.Y. 


William Peller 
Skokie, lil. 


Amy Sue Greenman 
Lincolnwood, Ill. 


References: 1. Reifenstein, E. C. Jr.: 
H.-W.: ibid., p. 727, 3. Eichner, E.: 
A. P.: 


Annals N. Y. Acad. Sc. 71:762 (July 30) 1958. 2. 
ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
Am. J. Obst. & Gynec. 76:279, 1958. 5. Tyler, E. T., and Olson, H. J.:J.4.M.A. 169 :1843, 1959. 
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weight (1000 to 2000 gm.) was significantly 
improved. 108 (76%) of 142 babies of this 
birth weight survived without mothers receiv- 
ing progestational therapy, while 16 (100%) 
of 16 babies of this birth weight survived with 
mothers receiving Delalutin therapy. A com- 
parison study was made of a group of 
repeated aborters treated with Delalutin, 
and a group with a similar history treated 
with bed 
salvage with Delalutin was twice that of the 


rest and sedation.* Pregnancy 
control group. Delalutin was found to be 
“highly active”, well-tolerated and long- 
acting. 

According to Tyler and Olson,® “These 
qualities of prolonged action and relative 
freedom from local reactions make 
[Delalutin] a generally more desirable 


therapeutic agent for intramuscular use 


” 


than progesterone .... 


Randy Sinis 
Denver, Colo. 
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Richard Miller 
Denver, Colo. 
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Scott Knudsen 
Norwich, Ve. 
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DELALUTIN offers these advantages over other progestational agents: 


long-acting sustained therapy 
more effective in producing and maintaining a completely matured 
secretory endometrium 

no androgenic effect 

more concentrated solution requiring injection of less vehicle 

unusually well-tolerated, even in large doses 

fewer injections required 

low viscosity makes administration easier 
DELALUTIN is also potent and safe therapy for: threatened abortion; postpartum after- 
pains; amenorrhea, primary and secondary; dysfunctional uterine bleeding not associated 
with genital malignancy; infertility with inadequate corpus luteum function; production of 
secretory endometrium and desquamation during estrogen therapy; premenstrual tension; 
dysmenorrhea; cyclomastopathy, mastodynia, adenosis and chronic cystic mastitis. 
Administration and dosage: Supply: 
Because of its low viscosity, Delalutin may be admin- Delalutin is available in vials of 2 and 10 cc., 
istered with a small gauge needle (deep intragluteal each containing 125 mg. of hydroxyproges- 
injection). Complete information on administration terone caproate in sesame oil, and benzyl 
and dosage is supplied in the package insert. benzoate. 


Each of these healthy, normal babies was born by a mother with a documented previous history 
of true habitual abortion, who was treated during ler most recent pregnancy with DELALUTIN. 


a 
; Kenneth Michael Simonson 
s k- Denver, Colo. 
Rosanne Guberman 


Elmont, L.1., N.Y. 


Nina Rutkowski 
Roselle, lil. 
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Joanne \ erderosa J. Gettemy Karen Mary Nederman Daniel A. Fabrizio, Jr. 
Seaford, N.Y. Hartford, Conn. East Williston, N.Y. No. Massapequa, L.I., N.Y. 
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EDITORIAL COMMENT 


DETROIT’S HEALTH: TWO ASPECTS 
(Continued from Page 1390) 


hospital and medical care. Their major fear is 
inability to meet such costs. 

In what will be a continuing conflict, opposing 
forces have diametrically opposed plans for solving 
the same problem. 


One is through government—a nationally ad- 
ministered program to provide prepaid hospital 
and medical care, without limitations, to every 
older and retired person. 

The Forand Bill, to do this through the social 
security system, was defeated in the last session of 
Congress. It is up again in this session. 

It is socialized medicine in unadulterated form. 

The Michigan Blue Cross-Blue Shield offers an 
alternative designed to answer a need without 
placing the health and bodies of older people un- 
der federal control. 

It provides hospital and medical benefits similar 
to those now offered younger persons at a price 
as consistent with low incomes as seems possible. 
It provides options, on a share-the-cost, for those 
who have greater resources. 

It is a compromise designed to perpetuate one 
of our most basic traditions—the independence of 
the individual through the right of self-determina- 
tion in the matter of his own health, hospitaliza- 
tion and medical care. 

Attacks and criticisms upon the Michigan Blue 
Cross-Blue Shield plan are certain. The benefits 
will be called too few; the limitations too many. 
These criticisms will stem from those who think— 
and we believe they are sincere—that full govern- 
ment control can be the only answer. 

They will cast aside consideration of the many 
ill effects such government control can bring. 

This much is now apparent. 

The Blue Cross-Blue Shield insurance for older 
people will give them medical and hospital care. 
It is priced at a nonprofit level. 

It allows every individual over 65 “the right 
to be his own man.” 

And it is ready now. 


These points are those that everybody, regard- 
less of his political-social-economic philosophy, 
must endorse.—Detroit Times, August 2, 1959. 


DOCTORS’ CHARGES 


No doubt you have noticed the great number 
of articles appearing in almost every magazine re- 
garding doctors, their charges and their cupidity. 
Recently, we picked up a copy of Parade, and on 
the front page was announcement of an article 
inside labeled “Is Your Doctor Cheating You?”. 
The article went on with seven suggestions on how 
to avoid the so-called overcharges. The current 
Harper’s has an article on how glorious Britain’s 


1402 


socialized medical program is, and the article reads 
rather well. Pick up any magazine and I will wager 
that some derogatory article about your profession 
will be inside. 

Some if the charges seem well founded. We all 
know that the bulk of physicians are fair and 
honest, and that all suffer because of a few. Per- 
haps we should, for we have done nothing as a 
group to correct the situation. As your president, 
I am surprised at the level of our public relations 
locally. Several times weekly I receive calls from 
individuals, wondering if they have been charged 
this or that, whether the doctor should have 
handled things differently and so on. On the other 
hand, it is surprising ‘how little it takes to placate 
most of the inquiries. ,The answer to most of our 
problems lies in the office of the individual physi- 
cian. Friendship continues the most valuable asset 
any professional man can have. Mass public rela- 
tions can never refute charges and allegations pub- 
lished in our current periodicals.—G. L. Hacet- 
sHAU, M.D. in The Bulletin (Bay-Arenac-Iosco 
Counties Medical Society) May, 1959. 


HOW BEST TO ATTACK HIGH 
HOSPITAL COSTS 


The high cost of voluntary hospitalization in- 
surance can and should be cut. The alternative 
is dwindling participation and a lower level of 
health care for the millions. 

Dr. Aims C. McGuiness, special assistant to the 
Secretary of Health, Education and Welfare, ex- 
plained in Detroit how one hospital has cut its 
costs. If all hospitals moved quickly to adopt simi- 
lar plans, a reduction in insurance rates might be 
made very soon. 


Dr. McGuiness said the Manchester Memorial 
Hospital in Connecticut devised a system providing 
for three zones of care for patients. The divisions 
are for those who are critically ill, those who need 
some care and ambulatory patients who can care 
for themselves. 

Trimming unneeded service has cut costs in half 
for the latter group. 

Along with the development of deductible hos- 
pitalization insurance, which would greatly reduce 
the admittedly high percentage of unnecessary hos- 
pitalization, such systems as the one used in Man- 
chester also can be utilized to reduce rates. 

Although the public has been increasingly upset 
for several years about frequent rate rises, those 
in control of insurance plans have not sufficiently 
recognized that imaginative attacks on high costs 
offer the only real solution of the problem. 


If cost-cutting measures are not soon taken, the 
hospital administrators and doctors who hold con- 
trol may suddenly find that the public’s impatience 
had led it to alternative solutions of the medical- 
cost dilemma.—Detroit Free Press, March 12, 
1959, 
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of such toxic effects as 
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remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 


‘xtrapyramidali ‘mMmptoms Parkit 
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“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril | 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 


or parkinsonism with other drugs.”* 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent.... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 


zine without appearance of parkinsonism.”’* 


SINGULARLY FREE OF SIDE EFFECTS 


“The extrapyramidal syndrome was not encountered in 


pecific, effective tranquilizer 


almost completely free of such major side effects as jaunc 
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even when given in quantities far in excess of the usual dosage. 
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any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.’”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”® 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”’® 
































excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “... produced extremely satisfactory results 


in the broad therapeutic range represented in this series.” * 


POTENT AGENT “... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states.” 4 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


disturbances seen daily in the clinics or by the general practitioner.” ! 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. ... The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 


with psychoneuroses and chronic brain syndrome.”’® 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 
if we stop to consider that we are dealing only with acute cases which had been 


considered hopeless and obviously destined to finish their days in an asylum.” 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 


In 94 such patients, 83 obtained an excellent therapeutic response.” ® 
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. extremely satisfactory results...” 


in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 





RESULTS WITH MELLARIL IN 194 PATIENTS? 





ACUTE PSYCHOTICS 


| 
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Some cases had complete re- 
Most 


were able to return home to 


mission of symptoms 


useful occupations 


CHRONIC PSYCHOTICS 


Relief of symptoms in cases 
permitted easier management 
and a return to a more or less 


useful life 


NEUROTICS 


| 
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Some cases, complete relief of 
symptoms. Other cases, partial 


relief of symptoms 








RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS® 











VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 21.7 52.2 26.1 
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PSYCHIC RELAX 





a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 
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1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 


MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 










DAMPENI 
SYMPATHETI 
PARASYMPA 


inimal suppression of vomiting 


ittle effect on blood pressure 
nd temperature regulation 








9 Less “‘spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


6 
3 A notable absence of extrapyramidal stimulation. 
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ng suppression of vomiting 4 Lack of impairment of patient’s normal drive and energy, 


et pening of blood pressure while achieving psychomotor control in 
nervous sy@ temperature regulation ° ° 
. ° mental and emotional disorders. 


A ‘ , ; 
‘ Premed ty *) Virtual freedom from toxic effects — jaundice, 
enotniazine- e i ie . . ° 
P tranquilizers P photosensitivity, skin eruptions, disturbed body 


temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 





Mellarit ty 


a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 








turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 











Mental and Emotional Disturbances: 


MILD —where anxiety, apprehension 


MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 


SEVERE — in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


and tension are present 10 mg. t.i.d. 20-60 mg. 


intractable pain, senility, etc. 25 mg. ti.d. 50-200 mg. 











Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. 








PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wchnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959. 
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POMALIN | 





New RASPBERRY FLAVOR 


and pink color make POMALIN pleasant to 
take and appealing to both children and adults. 


Curbs excessive peristalsis 
Adsorbs toxins and gases 
Soothes inflamed mucosa 
FORMULA: Provides intestinal antisepsis 


Each 15 cc. (tablespoon) contains: 

Sulfaguanidine 2 Gm. 
Pectin 225 mg. 
Kaolin 3 Gm. 
Opium tincture 0.08 cc. DOSAGE: 


vivalen . par ri 
(equivalent to 2 cc. paregoric) ADULTS: Initially 1 of 2 tablespoons from 
four to six times daily, or 1 or 2 teaspoons 
SUPPLIED: after each loose bowel movement; 
Bottles of 16 fl. oz. reduce dosage as diarrhea subsides. 


Exempt Narcotic. 
Available on Prescription Only. 





CHILDREN: 2 teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours day 


, and night until stools are reduced to five 
New Voit, h-y, Sah ann oe one eae eee 
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Erythrocin 


(Erythromycin, Abbott) 


an uncommon antibiotic for common infections 


Provides fast, high blood and tissue concentrations—plus an unpar- 
alleled safety record. Erythrocin is available in easy-to-swallow 
Filmtabs” (100 and 250 mg.); in tasty, citrus-flavored Oral Suspen- 
sion (200 mg. per 5-cc. teaspoonful); and 
for intravenous and intramuscular use. 


ABBOTT 
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nauseated or vomiting patients 


respond quickly and routinely to 


Trilafon 


perphenazine 


MUCH MORE ACTIVE ANTIEMETIC effect per milligram 
dosage than with other phenothiazines 

MINUS the danger of significant hypotensive reaction 

PLUS maintenance of alertness and regular activity 

MINUS pain or irritation on deep IM injection 


PLUS convenient administration with one of 5 dosage forms 
(TRILAFON Injection, Suppositories, Syrup, REPETABS,® Tablets) 


PROVED CONTROL OF VOMITING OR NAUSEA 
ASSOCIATED WITH 


INFECTION 
(e.g., gastroenteritis, pyelitis) 


DRUG THERAPY 
(e.g., digitalis, nitrogen mustard, aminophylline) 


TOXICOSIS 
(e.g., uremia, diabetic acidosis, leukemia, 
carcinomatosis) 


MORNING SICKNESS 
HYPEREMESIS GRAVIDARUM 
OPERATIVE PROCEDURES 
MENIERE’S SYNDROME 
RADIATION SICKNESS 
PSYCHOGENIC PHENOMENA 


S-273 





For those patients who complain 


Wx. 


‘ carries your patients through the middle of the night 


about waking UP at 2 A.M. 


‘ 


nebralin — 








A NEW USE 
FOR VESPRIN 


FROM: 
ANXIETY 
AND TENSION 
TO: EMOTIONAL 
STABILITY 


VESPRIN made the difference 


SQUIBB TRIFLUPROMAZINE HYOROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.’ 

And Vesprin exhibits an improved therapeutic ratio — enhanced efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 
patients treated for anxiety and tension.’’** 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘vespain® is » Squive trademars 
Vesprin—the tranquilizer that fills a need in every major area of medical practice 
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Improvement is marked in virtually 9 out of 10 ver- 
tiginous patients on antivert.’ Combines the two 
most effective therapies for equilibrium disorders. 
Each antivert tablet contains: 


Meclizine (12.5 mg.)—the most effective anti- 
histaminic to control vestibular dysfunction.? 

Nicotinic acid (50 mg.)—the drug of choice for 
prompt vasodilation.’ 

Prescribe antivert for relief of Meniere's syn- 

drome, arteriosclerotic vertigo, labyrinthitis, and 

streptomycin toxicity. Also effective in recurrent 

headache, including migraine. 
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Dosage: One tablet before each meal. 


Supplied: In bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:313 (March) 1957 
2. Charles, C. M.: Geriatrics 2:110 (March) 1956. 3. Shuster, B. H 

M. Clin. North America 40:1787 (Nov.) 1956. 4. Dolowitz, D. A. : Rocky 
Mountain M. J. 55:53 (Oct.) 1958 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc 
Science for the World's Well-Being 
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A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 


back flavor to foods — makes eating a pleasure once more. 


® 


potassium glutamate, 


An excellent salt replacement glutamic acid, calcium 
for silicate, potassium 


Le . ; iodide (0.01%). 
“Salt-Free” (Low Sodium) Diets 


: tf Assures patient’s 
vop LABORATORIES cooperation 


New York (8, N.Y. Sold Only Through Drugstores 
JMSMS 


2 oz. shakers and 
8 oz. bottles 
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now...a@ new way 
to relieve pain and stiffness 
in muscles and joints 


@ Exhibits unusual analgesic properties, 
different from those of any other drug 

@ Specific and superior for relief of somatic pain 

® Modifies central perception of pain 


without abolishing natural defense reflexes 


® Relaxes abnormal tension of skeletal muscle 


SONEN 


N-Isopropy!-2-methyl-2-propy!-1, 3-propanedio! dicarbamate 


In back pain, bursitis, sprains, strains, and bruises, whiplash 
and other traumatic injuries, inflammatory and degenerative 
muscle and joint complaints. 


Many patients report they feel better and sleep better with 
Soma than with any previously used analgesic or relaxant drug. 


SomA often makes possible reduction or elimination of steroids, 
salicylates, sedatives and narcotics. 

RAPID AcTING. Pain-relieving and relaxant effects start within 
30 minutes and last for at least 6 hours. 

NOTABLY SAFE. Toxicity is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have 
been reported. Some patients may become sleepy on higher 
than recommended dosage. 

EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times 
daily and at bedtime. 

supp.ieo: Bottles of 50 white sugar-coated 350 mg. tablets. 


Wi 


Literature and samples on request. 


WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 





UNIQUE | © CLINICALLY 


ANTIARTHRITIC. pe” x PROVEN... 
ACTIVITY y ® —- POTENT...SAFE... 


WITHOUT iimitat nd discomforts isual salicylate thera 


ARTHROPAN 


Se LIQUID 


“Our most striking case was that of a 55 year old white male with rheumatoid arthritis, 
steroid intoxication, duodenal ulcer, taking 40 mg. triamcinalone/ day. He is now on Choline 
Salicylate [Arthropan] alone and has returned to work.”! 


“In a group of patients who habitually develop gastric distress to moderate dosages of 
aspirin...all tolerated the new preparation [Arthropan] exceedingly well...”2 


“Patients who had been taking steroid preparations before using Choline Salicylate 
[Arthropan] were able to reduce the doses (of steroid) and in some instances to discontinue 
it entirely.”* 

“In no instances did gastrointestinal symptoms preclude administration of Choline Salicylate 
[Arthropan].”4 

These reports have emanated from extensive clinical trials> in thousands of patients by more 
than 180 physicians. 

RECOMMENDED DOSAGE: (Adults and children over 12 years) As an anti-inflammatory agent in rheumatoid 


arthritis and rheumatic fever: 1-2 teaspoonfuls, 4 times daily at onset of therapy. As an analgesic or anti- 
pyretic: 1 to 2 teaspoonfuls, 3 to 4 times daily. 


NOTE: Unless satisfactory relief is obtained, it is advisable gradually to increase dosage by increments of 
1 teaspoonful per day until maximum benefit, without side effects, is attained. In every case the dosage 
should be adjusted upwards or downwards to assure full therapeutic activity up to the limit of the patient's 
tolerance (in the absence of gastrointestinal distress or early salicylism) 

Because of the special chemical structure of ‘Arthropan’, alkalies or other buffering substances are not 
required to protect the stomach wall and should not be administered with ‘Arthropan’. 

SUPPLIED: 16 and 8 oz. bottles. Each ml. of ‘Arthropan’ contains 174 mg. of Choline Salicylate. Each tea- 
spoonful (5 ml.) contains 870 mg. 


CITED REFERENCES: 1. Clark, G. M.: Personal Communication, 1958. 2. Feldman, H. A.: Personal Communication, 1958. 
3. Scully, FE J.: Treatment of Rheumatic Disorders with Choline Salicylate (to be submitted for publication). 4. Friedland, 
C. K.: Personal Communication, 1958. 5. Complete data available on request to the Medical Director. 


The Lurdie rederich Company CEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 
© Copyright 1959, The Purdue Frederick Company 
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iban me rusenn. ; ba " 
the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme 


the prescription: a new formulation, incorporating in a single tablet the actions of 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 
Hyoscyamine sulfate . 
Atropine sulfate .......... een teers 3 
Hyoscine hydrobromide .......................... 
Phenobarbital (1% gr.) <n 
NO ads cass edacsscrccuncccupssad aitesadee 





in the enteric-coated core: 
Pancreatin, N.F. . 
Bile salts . 
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relief of 
therapy. 
Donnatal 


0.0518 mg. 
0.0097 mg. 
0.0033 mg. 
8.1 mg. 
150 mg. 





iT 


Y e Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
1 @ 20. and 100; 250 mg. (400,000 units), 


bottles of 25 and 100. Compocillin- 
VK Granules for Oral Solution come 


in 40-cc. and 80-cc. bottles. When 
reconstituted, each 5-cc. teaspoonful 
represents 125 mg. (200,000 

units) of potassium penicillin V. (umm 


Potassium Penicillin V PAT. NO. 2081085 


in tiny, easy-to-sw allow Filmtabs* i in 1 tasty y, cherry-flavored Oral Solution 
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loosen the noose of fear 
in bronchial asthma 


VISTARIL 


hydroxyzine pamoate 


...unties the mental and physical knot + tranquilizes anxious asthmatics + relieves 
apprehension «+ relaxes muscular tension + supplements anti-asthmatic medication 


Vistaril was designated as a psychotherapeutic antihistamine by the A.M.A. Council on Drugs in 
1958. A professional information booklet providing complete details on Vistaril is available on 
request. 

Suggested oral dosage — adjust according to response: Adults, 50 mg. q.i.d., initially. Children over 
6, 50-100 mg. daily in divided doses. Children under 6, 50 mg. daily in divided doses. 

Supplied as Capsules — 25, 50, and 100 mg.; bottles of 100 and 500. 


Oral Suspension — 25 mg. per teaspoonful (5 cc.) ; 1 pint bottles. 
Parenteral Solution (as the HCi) — 25 mg. per ce.; 10-cc. vials and 2-cc. Steraject® Cartridges. Ca 


PFIZER LABORATORIES, Div., Chas. Pfizer & Co., Inc., Brooklyn 6,N.Y. Science for the world’s well-being 
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WHENEVER COUGH THERAPY IS INDICATED 


ycomine 


THE GOMWRG Rx FOR COUGH CONTROL 


fndo 


cough sedative / antihistamine / expectorant 


e relieves cough and associated symptoms 
in 15-20 minutes e effective for 6 hours or longer 
@ promotes expectoration e rarely constipates 
© agreeably cherry-flavored 
Each teaspoonful (5 cc.) contains: 
Hycodan® 
ae Se eoaerecu —— 6.5 mg. 
Homatropine * hapatnapade 1.5 mg. 
Pyrilamine Maleate .. . ae. 
Ammonium Chioride . . ... . . . GOmg. 
Sodium Citrate. . . . ww eer ae 
Literature Supplied: As a pleasant-to-take syrup. May be habit- 
on request forming. Federal law permits oral prescription. 


ENDO LABORATORIES Richmond Hili 18, New York 
US. Pee RRO 
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UNIQUE VITAMIN SUPPLEMENT 


~ VIGRAN 


CHEWABLES 


SQUIBB MULTIPLE VITAMIN SOFT TABLETS 


fruit-punch flavored 
tablets that will 
actually 
“melt in the mouth” : VIGRAN CHEWABLES /aste 


like candy, but contain no 
can be chewed like candy ingredients harmful to teeth. 
Important, too, is that VIGRAN 
CHEWABLES dissolve easily 
: & in the mouth and smell good. 
These advantages will also appeal 
to your elderly patients. And 
. VIGRAN CHEWABLES 
can be crushed and sprinkled on provide at least 125% of the 
cereal or other food minimum daily requirements 
for vitamins A, D, B,, Bz, 
niacinamide and C, and 
significant amounts of other 


essential vitamins. 


Each VIGRAN CHEWABLE 
can be dissolved in water, juice or milk tablet contains: 


Vitamin A ........................5,000 U.S.P. units 
Vitamin D ........................1,000 U.S.P. units 
| a ae oe Ce PE 75 mg. 
SE ee |S 
VEC: Boise sncscesensoseses mien 3 mg. 
ees | 
Niacinamide w2d Mg. 
Calcium Pantothenate wu. 3 mg. 


can be sucked and will dissolve like a lozenge 


NE Thad scrnsinituacieinanannnipsenil 5 meg. 


Available in Rx-size bottles of 30 and 90. 


Squibb Quality — 


the Priceless Ingredient 


can be easily swallowed (small tablet size) ‘Vigran'® is a Squibb trademark 
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In the menopause... 
transition without tears 


Milprem peonigille relieves emotional distress 
with lasting control of physical symptoms 


Miltown®+ conjugated estrogens (equine) 


Supplied in two potencies for dosage flexibility: 

MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine) 
MILPREM-200, each coated old-rose tablet contains 200 mg. 
Miltown and 0.4 mg. conjugated estrogens (equine) 

Both potencies in bottles of 60 


Literature and samples on request. 


CMP-9224-69 
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In minutes, Milprem starts to ease anxiety and 
depression. It relieves insomnia, relaxes tense muscles; 
alleviates low back pain and tension headache. As the 
patient continues on Milprem, the replacement of estrogens 
checks hot flushes and other physical symptoms. 


Easy dosage schedule: One Milprem tablet t.i.d. 
in 21-day courses with one-week rest periods; during the 
rest periods, Miltown alone can sustain the patient. 


® 
WALLACE LABORATORIES, New Brunswick, N. J. 
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Effective relief in rheumatic disorders 


Sterazolidin........ 


prednisone-phenylbutazone Geigy 


Geigy 


with less risk of disturbing hormonal balance 


In the treatment of the rheumatic disorders 
new Sterazolidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'* Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., dr., 
and Steinberg, I. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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in taste-tempting 
cherry flavor 


Average dosage, 1 teaspoonful 
(5 cc.) contains: 


I-Lysine HCL 2... .. . 300mg 
Vitamin Biz Crystalline . . . 25 megm 
Thiamine HCI (B;) 

Pyridoxine HCI (Bg) 5 mg 
Ferric Pyrophosphate (Soluble) 250 mg 
iron (as Ferric Pyrophosphate) 

Sorbitol 

Alcohol 


Bottles of 4 and 16 fl. oz. 


build appetite 
with 
B complex 
vitamins 


prevent 
nutritional 
anemia 


with ferric pyrophosphate, 
a form of iron 
exceptionally 
well-tolerated 


promote 


protein uptake 


with the 
potentiating effect 
of I-Lysine on 
low-grade 
protein foods 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ELIMINATE 
THE ENEMA AT 
HOME OR 


“The effectiveness of the senna preparation [‘Senokot’] in reducing 


the need for enemas...is clearly apparent...” 
Kasdon, S. C., Morentin, B. O.: J. Internat. Coll. Surgeons 31:455 (Apr.) 1959. 


...time and time again, gentle, natural acting ‘Senokot’ is cited in clinical 
reports as the therapy of choice in all patients with acute or chronic 
constipation. 


‘Senokot’ acts uniquely, through neuro-stimulation of Auerbach’s plexus 
in the colon, duplicating the process of normal defecation. 


When therapy with'Senokot’is substituted for enemas the difference is safe, 
natural physiologic correction of constipation,and increased patient comfort, 
as well as significant saving of time for your hospital’s nursing staff. 





THE EFFECTIVENESS AND SAFETY OF THE DOUBLY STANDARDIZED SENNA CONCENTRATE 
CONTINUE TO BE DOCUMENTED BY CLINICAL AND LABORATORY INVESTIGATIONS WHICH 
YONSTITUTE THE FASTEST GROWING BIBLIOGRAPHY ON CONSTIPATION CORRECTION 


"Available upon request to the Medical Director 





‘al bowel rectiv Small and easy 
natural bowel corrective acaiaalinaas. 
eC } f @ O in bottles of 100. 


Cocoa-flavored, 


natural bowel corrective ye a sie th aia 
eC hh @ @ canisters. 
GRANULES 


STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK 


(i) j he Suri ; Yredirick Compuany DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 














NEW YORK 14,N.¥Y. | TORONTO 1, ONTARIO 


© Copyright 1959, The Purdue Frederick Company 
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waterlee for.an ulcer... 


Napoleon exhibited ulcer symptoms through most of 
his adult life, yet he scorned medication for his ever- 
lasting “spasms of nervous origin.” He ignored his 
infirmities with violent naiveté despite an intense in- 
terest in medical science. Thus, the classic hand-in- 
coat pose may have been the result of his paroxysms 
of gastric pain that sliced “like the stab of a penknife.” 


When your patient is besieged with an ulcer, 
Robins provides you with an armamentarium 
sufficient to repel it. 


frontal assault —I¢ your tactics dictate Local 
Action, try ROBALATE © which is dihydroxy 
aluminum aminoacetate (0.5 Gm. per tablet or 
5 ec.), an antacid of definitely superior efficacy. 


encirclement — If you prefer to approach the 


ulcer Systemically, prescribe ® yw j 
povetrace deans TON NA LATE: 


linergic-antispasmodic-sedative with the time- 
tested natural belladonna alkaloids and pheno- 
barbital, a veteran campaigner without peer. 
FORMULA: hyoscyamine sulfate, 0.1037 mg.; 
atropine sulfate, 0.0194 mg.; hyoscine hydro- 
bromide, 0.0065 mg.; and phenobarbital (14 
gr.), 16.2 mg 


multi-pronged attack —If you relish the 
strategy of combining antacid and antispasmod- 
ic-anticholinergic effects, use DON NALATE ® 
It combines one-half of a DONNATAL tablet 
with one ROBALATE, ideal allies for compre- 


hensive ulcer therapy. 
Victory will be yours. 


A. H. ROBINS CO., INC. e RICHMOND, VA. 








action of Futvicin (4) 


= —_ | now 
on ringworm: = : 
uP 


keratin penetrated from bloodstream; 


fungal growth checked 





the oral route to ringworm control 


first orally effective antifungal antibiotic 
against ringworm 


penetration — first fungistatic agent to permeate 
keratin from the inside—oral FULVICIN is depos- 


ited into dermis, hair and nails—acts to check 
invading fungi until new, healthy tissue grows out. 


efjectiveness'©—FyLvIcIN clears tineas of scalp, 
body and feet often in 2 to 3 weeks...nails (onycho- 
mycosis) usually clear in 3 to 4 months, regardless 
of previous duration or resistance... promotes 
rapid relief of itching... prompt loss of hyperkera- 


tosis...rapid fungistasis in infected hair and nails, 


safety’*—very low toxicity in therapeutic doses... 
the few side effects reported (e.g., gastric discom- 
fort, diarrhea and headache) are mild and self- 
limited. 


Rapid clearing of tinea capitis, tinea bar- 
bae, tinea corporis, tinea cruris, tinea pedis 
and onychomycosis caused by Microspo- 
rum, Trichophyton and Epidermophyton 


organisms. 


Packaging: Futvictn is supplied as 250 mg. scored tab- 
lets, bottles of 30. 


Bibliography: (1) Riehl, G.: Griseofulvin: An Orally 
Active Antibiotic, presented at Austrian Dermat. Soc, 
Meet., Vienna, Nov. 27, 1958. (2) Williams, D. I.; Marten, 
R. H., and Sarkany, I.: Lancet 2:1212, 1958. (3) Blank, H., 
and Roth, E J., Jr.: A.M.A. Arch. Dermat. 79:259, 1959, 
(4) Goldfarb, N., and Rosenthal, S. A.: Current M. Digest 
26:67, 1959. (5) Reiss, E: Medical Circle Bulletin 6:9, 
1959. (6) Robinson, H. M., Jr.; Robinson, R. C. V.; Bere- 
ston, E. S.; Manchey, L. L., and Bell, FE K.: Griseofulvin, 
Clinical and Experimental Studies, presented at Am. Der- 
mat. Assoc. Meet., Atlantic City, N. J., June 3, 1959. 


Funvicin —1.m.— brand of griseofulvin, 





Ld A 


DARVON COMPOUND potent. safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone 
and in combination, has been substantiated by more than 100 investigators in the 
treatment of over 6,300 patients in pain. A consolidation of these reports shows that 
5,663 (89.8 percent) experienced “effective analgesia.” 

Darvon Compound combines in a single Pulvule® the analgesic action of Darvon 
with the antipyretic and anti-inflammatory benefits of A.S.A.® Compound (acetyl- 
salicylic acid and acetophenetidin compound, Lilly). When inflammation is present, 
Darvon Compound reduces discomfort to a greater extent than does either analgesic 
given alone. 

Usual dosage: 1 or 2 Pulvules three or four times daily. 

Also available: Darvon, in 32 and 65-mg. Pulvules. 

Usual dosage: 32 mg. (approximately 1/2 grain) every four hours or 65 mg. (1 grain) 
every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EL! LILLY AND COMPAN*Y «© INDIANAPOLIS 6, INDIANA, U.S.A. 


920248 
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Problems of Aging 


Aino has been described as a process that 
starts at birth and the concept can scarcely be 
denied. In this discussion, however, we shall pay 
more attention to persons over sixty-five years of 
age. The literature abounds with references which 
conclude that the problems of aging are more 
pressing after that age. It is a sort of fixed idea. 

The total population of the United States is 
increasing quite rapidly. Many factors have con- 
tributed to this increase. Childhood death rates 
have been reduced in recent years. Some diseases 
that previously killed many children have come 
under medical control including typhoid fever, 
diphtheria, pertussis, scarlet fever, smallpox, pneu- 
monia, appendicitis, mastoiditis and streptococcic 
throat infections, the latter having contributed to 
acute rheumatic fever and damage to heart valves. 

At the present time excessive immigration has 
leveled off; war-time high birth rates have leveled 
off, but still our numbers increase. One reason is 
that greater numbers of persons live to a greater 
age than ever before in the history of the country. 
The average life span is now sixty-eight-plus years 
for men and seventy-plus for women. The num- 
ber of aging persons is increasing and the trend 
will continue into the future. This constitutes a 
gradual social evolution when there is such a 
large and increasing number of older persons in 
our society. 


Dr. Sellers is Chief, Division of General Practice 
Grace Hospital; President, Wayne County Academy of 
General Practice; and Associate Editor, The Detroit 


Medical News. 
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By Charles Sellers, M.D. 
Detroit, Michigan 


The basic life span has not been lengthened. 
Since time immemorial, rare individuals have lived 
to be 100 years of age. More persons now survive 
the hazards of birth, the infectious diseases of child- 
hood and later life and some of the so-called de- 
generative diseases usually associated with the ag- 
ing process, 

Aging is a many-patterned thing. Each person 
ages in a slightly different manner because each has 
a little different background of heredity, experi- 
ence, adjustment, endurance or ability to with- 
stand stress, immunity, emotional stability, physi- 
cal health, education and innumerable beliefs and 
opinions which may or may not be valid. 

We can talk slowly around the periphery of 
the problems of aging but a proper definition of 
aging still eludes us. Some persons are physically 
and mentally quite vigorous in their eighties where- 
as others are senile in their sixties. This riddle 
has not been answered and it is difficult to say 
when it will be. 

Two sciences deal particularly with the prob- 
lems of aging. Gerontology is the study of the 
aging process and seeks new ideas and new con- 
cepts to be passed on to practicing physicians. 
Geriatrics concerns itself with the diseases of ag- 
ing, takes a clinical approach and attempts to treat 
the illnesses found among aging persons. 

Research in preventive medicine among aging 
persons requires considerable insight. Some ana- 
tomic parts are more vulnerable to stress and 
change than others and we need to know which 
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PROBLEMS OF 


parts show the greatest change in the greatest 
number of persons. Perhaps we can avoid put- 
ting too much stress on these particular functions 
when we learn what causes the stress in the first 
place. We are searching for a way of life that 
will retain most of our physical and mental facul- 
ties far into our later years. 

Gerontology may be an ambitious undertaking 
but little by little new insight and new knowledge 
are gained. This will contribute to healthful add- 
ed years when correlated and put into practice by 
physicians in the management of aging persons. 
We are faced now with trying to alleviate the dis- 
eases and problems associated with aging in more 
persons than ever before. 

Some of the functional changes which occur in 
aging include: 


1. Less flexibility in meeting environmental 
changes. This indicates a loss of some elastic tissue. 
We cannot move about in the agile manner that 
we once did and the same applies to the mental 
outlook. We tend to become rigid, opinionated 
and certain about things which really are uncer- 
tain. 


2. The physical responses to stress become exag- 
gerated. This means that we need to put forth 
more energy to do the things which we once did 
with comparative ease. Emotional stress such as 
the death of a friend disturbs us more than it 
would have when we were younger. We have to 
work harder to do our regular duties than we 
did previously. 


3. The return to normal after exertion is slower. 
This shows that we tire more quickly and take 
longer to recuperate after any exertion. Young 
persons recover from the shock of an accident, a 
fire in the house or the extra work of moving their 
residence more quickly than older persons do, as 


all of you are aware. 


Loss of ability for exertion poses no threat of 
disaster if the work loads of older persons are 
reduced in proportion to their capabilities, their 
strength. On the other hand complete lack of 
exertion is very detrimental. All parts of the body 


must be kept active if structure and function are 


to be preserved. Our life and usefulness are main- 
tained by being kept in daily activity. 

Putting knowledge about the aging process into 
practical day-to-day application may be a bit tricky 
but it is better than previously held opinions that 
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aging persons were destined to certain inevitable 
infirmities and nothing could be done about them. 

Perhaps current concepts can be summarized 
briefly by advising that older persons avoid sudden 
strenuous physical work such as shoveling snow 
in the morning on a stormy day; mowing the lawn 
on an exceptionally hot day; rapid stair climbing, 
running for a bus or getting into a dispute. At 
the same time, some activity is better than lying in 
bed. Walking on the level or even sitting in a 
rocking chair is better for infirm persons than 
either extremes of bed rest or running. 

Since an aging person should be less active, the 
caloric or dietary requirements are less and mod- 
erate eating is indicated. Prevention of illness is 
better than treatment. An awareness of the men- 
ace of obesity should be a warning to keep the 
weight at an optimum and still be sure that ade- 
quate proteins, minerals and vitamins are con- 
sumed. 

Physicians cannot tell how to do it precisely 
but somehow a greater mental latitude should be 
developed about what is just, proper, fashionable, 
cultured, or right. It was Benjamin Franklin who 
said: “All cats are grey after dark.” The cultiva- 
tion of a less rigid attitude than we once enter- 
tained is advantageous, a happy attitude if you 
will, free from coercion, compulsion, worry, stress 
and care. Young persons are always going to re- 
make the world. Older persons know that it can- 
not be done. Let us face it. 

This does not mean hibernation. Some physical 
activity must be carried on and the mentality must 
be kept alert. Some stimulating intellectual activ- 
ity is highly proper for oldsters. What could be 
better than attending classes in some field in the 
colleges or graduate schools of our great univer- 


sities? 
Retirement 


Something should be said in opposition to the 
idea of general retirement at a specific age for it is 
a real problem facing many aging persons. Chron- 
ological age is a poor criterion for retirement. As 
a matter of fact, many persons are mentally and 
physically quite capable of working in some 
capacity for a long time after sixty-five years of 
age. It is another matter if a person must retire 
for disability through any cause at any time. 

Retirement carries with it the idea that one’s 
usefulness is terminating which may not be the 
case. It disrupts habits of work, cuts off income 
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and isolates a person from fellow workers, all of 
which satisfied certain needs and carried some 
pleasure values. 

If retirement is forced upon a person, he should 


take up a new work or occupy himself in some 


manner. Many persons have started new lives 
after sixty-five by entering into the long desired 
study of a particular subject or investigation in a 
new field. Research and consultive services are but 
two possibilities. New vocations or avocations 
must be found so that physical or mental deteriora- 
tion will not supervene. 


Housing 


There is a widespread belief that when a person 
retires, he should change his residence, sell his 
house and move into an apartment, move from the 
city to the country, move from the country to a 
town, go to another city, another state or to a 
warmer climate. 

Perhaps some few couples should have a smaller 
house after their children are grown, married and 
have established homes of their own. Occasionally 
a person with chronic asthma, arthritis or coronary 
heart disease does well to avoid the rigors of a 
severe winter in a northern climate. Fortunately, 
only a few persons need to change or do so volun- 
tarily. It is a grave mistake for the average re- 
tired older person or couple to leave the com- 
munity in which they have lived for a long time 
and are well known or to leave relatives, friends, 
cronies or even bridge partners. It is a little diffi- 
cult for older persons to establish themselves in a 
new community and to acquire a few friends. A 
few friends are quite important in older life. 

Persons who have moved to a different state or 
city often become lonely and return to their old 
home bailiwicks. Old folks are a little like old 
trees in that they are hard to transplant. 

Despite some drift of retired persons to the 
warmer climate of the southern states, the largest 
proportion of them still reside in their own com- 


munities. 
Loss of Spouse 


The death of a husband or wife may present a 
problem to the remaining member of the team. Of 
course it is a time of great sadness. There is a 
feeling of great loss, some frustration and some re- 
grets. At the same time, however, we must not let 
it unbalance our reasoning power nor cause us to 
become completely despondent. We should look 
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upon it as being absolutely inevitable, a normal 
and natural episode in the very interesting 
phenomenon of life. All living things come into 
being, grow and flourish for a varying “span of 
life” and then pass out of existence. It is the uni- 
versal law of Nature. All others in their passing 
have conformed to this immutable law. Surely, 
we can comprehend this and do as well ourselves 
when the time comes. We can do no less. 

Other interests must be brought into people’s 
lives to make up for the loss of lifetime com- 
panions. In fact, all our days, we should try to 
live what has been called “the diversified life.” It 
is a good plan for all of us to cultivate a large circle 
of friends against the day when they pass away 
one by one. It is also a good plan to cultivate a 
large number of intellectual pursuits other than our 
regular work against the time when that too may 
be taken away. 


Mental Changes 


It would be difficult to determine the causes of 
the increase in mental changes in later life because 
they arise from a wide variety of factors some of 
which are unknown. Modern medicine has kept 
many human beings alive who might have passed 
on in their youth—premature babies, weaklings, 
under-weight and under-nourished children and 
those with serious infections such as scarlet fever, 
diphtheria, pertussis, erysipelas, streptococcic throat 
infections and rheumatic fever. A large number 
of such children would have died a few years ago 
before the advent of antibiotics. After recovery 
today, they may not be sufficiently rugged to with- 
stand the rigors of our competitive society. Some 
apparently well ones are not equal to the task. 

We might speculate that some factors include 
war, depression, great wealth and great poverty in 
the same city and frustrations to advancement in 
business or society. Sometimes there is frustration 
in the family with loss of cohesion, security, af- 
fection and love. The world has great need of love 
for its future welfare and sanity. 

Many fears and false alarms have been spread 
by newspapers, radio and television. There has 
been too much publicity given to misguided per- 
sons, self-appointed prophets, demagogues, ambi- 
tious and ruthless politicians who create phantom 
demons to slay and captive economists who confuse 
and mislead us. We have a crisis in congress for 
breakfast, the perils of the president for lunch and 


dubious dangers in democracy for dinner. Fear, 
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frustration and insecurity develop beyond tolerable 
limits. Stress, apprehension, hostility and aggres- 
sion manifest themselves as reactions to such a 
conditioning process. 

Obviously, specialization in psychiatry is neces- 
sary. It seems, however, that every physician could 
render greater service to his patients by taking a 
greater interest in mental health and assume more 
responsibility for the early recognition, diagnosis, 
and treatment of some beginning psychiatric con- 
ditions. He could do this by observing the mental 
processes of his patients, by being a confidant and 
by being a friend to whom the patient can bring 
his small troubles before they became over- 


whelming. 


Vascular Changes 


The hopeless point of view that vascular changes 
are the natural consequences of aging and that very 
little can be done about them has given way to a 
more optimistic outlook based on recent research 
work. While different theories have been advanced 
as to the etiology of the vascular changes, the re- 
lationship between high serum cholesterol and 
arteriosclerosis is rather well established. Phos- 
pholipids, neutral fats, obesity, hypothyroidism 
and family inclination also play important roles. 

Probably numerous insults to the vascular sys- 
tem by previous infections, deficiencies and ex- 
cesses over a long period have a bearing on arterio- 
sclerosis, hypertension and coronary heart disease. 
There is room for improvement in the eating, 
drinking and living habits of a great many persons. 
It should be toward moderation. 

Efforts should be made to reduce elevated 
cholesterol levels. Animal fats, salt and caffeine 
should be limited. Obesity should be combatted 
wherever present by reducing the total caloric in- 
take. Thyroid extract is indicated in real hypo- 
thyroidism. Rauwolfia serpentina has come into 
widespread use principally because of its relative 
safety. 

Favorable response to a particular plan of treat- 


ment is directly proportionate to the interest dis- 


played by both the patient and the physician, the 
rapport established between the patient and the 


physician and the firmness with which the patient 
is impressed with the necessity for the regimen. 

A competent general practitioner who has the 
opportunity to learn the personality and_ the 
heredity of a hypertensive patient, and learns about 
his disease, about the other members of his family, 
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his mother-in-law if you will, about his working 
conditions and what this squirrel-cage of environ- 
ment does to his sympathetic nervous system, is in 
the best position to make recommendations re- 
garding the mode of living, diet, exercise and drug 
treatment in a given case. 

What is to be done after a stroke? As soon as 
the patient’s condition permits, angiograms should 
be carried out to determine if there is an obstruc- 
tive lesion (an aneurism or hemorrhage) in the in- 
ternal carotid artery or the cerebral vessels. Sev- 
eral of these conditions may respond to surgical 
intervention. Stroke patients should be turned 
frequently in bed and kept absolutely clean and dry 
to prevent decubitus. They should be encouraged 
to move all extremities and help to move them- 
selves. Someone should turn and exercise para- 
lyzed extremities to prevent contractures. The pa- 
tient should be out of bed as soon as possible. 
When able, he should try to do nearly everything 
that he did before the cerebrovascular accident. 
Rehabilitation will depend on how well a deter- 
mination has been implanted in the patient to help 
himself. 

Not all patients die with the first vascular ac- 
cident; a greater number do not, which gives them 
a second chance. Fortunate is he for whom the 


bell tinkles before it tolls. 


Malignancy 


Every older person is concerned about malig- 
nancy because, with few exceptions, they occur 
more frequently among those past middle age. 
Early recognition accompanied by early treatment 
still offers the most promise in these diseases. 

Special malignancy detection centers do not im- 
press me very much. Mass screening is never too 
successful. All aging patients should be examined 
by their private physicians and further examina- 
tions and treatments carried out by capable physi- 
cians. Healthy persons who are worried about 
malignancy and do not have it, do not receive 
from detection clinics the reassurance that can be 
rendered by private physicians. Such persons con- 
tinue with their cancerphobia which can be a 
troublesome neurosis. 

The detection of malignancies is going on every 
day in every physician’s office as part of his daily 
work. Everyone should bring to the physician’s 
attention the slightest suspicion, any mass, any per- 
sistent pain, any abnormal bleeding not readily ex- 

(Continued on Page 1444) 
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Atherosclerosis in Aging 


A New Look 


I N THE space of a few years, the trend of med- 
ical thought in regard to atherosclerosis has under- 
gone a remarkable change. Rigidity of arterial 
walls has been closely allied with senescence. Fal- 
zone* states that, “In the present state of our 
knowledge, we cannot clearly separate a so-called 
physiological senescence from many processes re- 
garded as pathological, such as arteriosclerosis.” 
Yet this author can now go on to say that definite 
correlations are emerging from biologic research 
in the aging process which will eventually reach 
the level of preventive therapy in this disease. 

The challenge of this whole problem is brought 
into sharp focus by examining the alarming trends 
toward mortality and morbidity from arterio- 
sclerotic disease in its many forms. In three 
decades, the mortality from these entities, including 
myocardial infarction, cerebral vascular accident 
and congestive failure, has risen from 20 to 50 per 
cent.' Our efforts to treat such diseases have not 
been too successful in spite of some important ad- 
vances. Decision to follow a positive program for 
action in the prevention of atherosclerotic changes 
to the utmost of our abilities, therefore, offers the 
only solution. 

We are at present working at the level of weigh- 
ing and correlating isolated observations concern- 
ing atherosclerosis. In these few paragraphs, only 
a few of the basic concepts and conclusions can be 
stated, but already it seems clear that if we accept 
even some of these, they must influence deeply the 
practice of medicine as it relates not only to the 
individual patient but to national health. 

What then, is our present meager knowledge of 
these changes? The pathologist can point out cer- 
tain thickening and loss of elastic substance in ar- 
teries with intimal infiltrates of cholesterol called 
atheroma which are said to be the end result of a 
fault in lipid metabolism, arterial injury or internal 
vascular disease. The mechanisms of these changes 
are less obvious. A basic sex difference seems to be 
present with greater thickness to the male arteriolar 
wall, especially in myocardial circulation. Sinex® 


SEPTEMBER, 1959 


By George S. Fisher, M.D. 
Detroit, Michigan 


has advanced theories of collagen denaturation 
which progresses with aging. Repeated trauma and 
febrile reactions may play an important part and 
the impact of renal and pulmonary changes pro- 
ceeding, in part, from the arteriosclerotic changes 
may hasten the finally lethal cycle. The discovery 
of atherosclerosis in certain species of monkeys may 
give us a laboratory tool for clarification of these 
influences. 

Keys** has studied in detail the influence of diet. 
National groups whose intake of fats are low (less 
than 30 per cent of calories) have shown lower in- 
cidence of atherosclerosis and of the high mor- 
bidity associated by reason of such catastrophies as 
cerebral and coronary thrombi, perivascular dis- 
ease and vascular nephropathy. The death rates 
in these countries excluding traumatic and febrile 
diseases, are thus considerably lower than those in 
countries such as the United States where fats con- 
tribute 40 per cent of the calories. The role of fat 
is, however, not this simple. The inferences of 
statistics are open to some question since decreased 
tensions, other dietary differences and racial group 
differences are present. Yet while the poor 
Neapolitan has little arteriosclerosis, the indigent 
Chicagoan was found to have a high incidence due 
to continued intake of fat, refined carbohydrates 
with decreased vitamin and mineral content. The 
type of fat may be a common denominator to the 
conflicting evidence of the influence of cholesterol, 
lipids and sterols or production of arterial change. 
Cholesterol values can be lowered by unsaturated 
fatty acids of corn, safflower or sardine oils. It is 
still, however, not the only factor, since corn oil 
with an iodine number of 120 is more effective in 
reduction of blood lipids and cholesterol than sar- 
dine oil with an iodine number of 188.4 Nor are 
the plant sterols, such as beta-sitosterol, the only 
factor, and results on a long-term study have been 
inconclusive. It would seem that a complex 
mechanism which has to do with the efficiency of 
utilization of essential fatty acids, such as linoleic 
and arachnidonic, is at work, perhaps with sup- 
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pression by pressure of saturated fat and absence 
of essential enzyme components. 

Schaefer? has reviewed genetic factors in de- 
velopment of hypercholesterolemia and with it, he 
believes, tendency to accelerated atherosclerosis 
and arteriosclerosis. He shows convincingly that a 
dominant gene with partial penetrance gives the 
best explanation for his observation that with ex- 
clusion of environmental factors, the children of 
parents with hypercholesteremia show five-fold in- 
creases in this factor. Goffman’ and his associates 
have made an interesting observation of the effects 
of thyroid extract on cholesterol levels, claiming 
that continued low values can be maintained, 
whereas with a dietary regimen, the cholesterol 
and SF 12-20 values tended upward with time. 

Rapid advances have been made in the treat- 
ment of some of the complicating syndromes of 
atherosclerosis. Anticoagulant therapy, endarterec- 
tomy, arterial grafts and positive approach to total 
rehabilitation have advanced from the trial-and- 
error stage to assume important places in treat- 
ment. Mortality has decreased but with our cor- 
responding increase in the number of patients with 
decided physical and mental limitations, the degree 
of reversibility of arteriosclerosis has not been de- 
termined. 

It would seem that the day must soon come 
when an over-all revision in our reaction to the 
problem of atherosclerosis will result in action 
designed to use the concepts stated above. A lower, 
more unsaturated fat content in a diet which fur- 
nishes a more complete nutritional spectrum is a 
good point at which to begin. Special attention to 
the individual with inborn error may be an acces- 
sory aim. 

It is an amazing fact that our national economy 
which has sold us a nutrition of purified food prod- 
ucts, also leads in the production of vitamin sup- 
plements to replace the “impurities” removed in 
the refining process. Already numerous products 
with high iodine numbers are appearing commer- 
cially in response to demand for cholesterol-clear- 
ing regimens, and their numbers will increase 
rapidly. The appraisal of such products by the 


medical profession at national and local levels 


should keep pace with improvements, and an ac- 
tion campaign of public and professional education 
would prevent a dangerous hiatus which might 
lead to widespread exploitation of foods which are 
only part of an answer to a problem which con- 
tinues to be one of the most perplexing in aging. 
The by-products of this project will perhaps lead 
to more significant discoveries of the influences of 
enzymes, vitamins, and as yet unidentified sub- 
stances in the pathogenesis of atherosclerosis by 
furnishing new base lines. Further studies on 
stress* and a revision of certain factors concerned 
with modern living tensions may be assessed paral- 
lel to the hereditary factors described above. 

It seems inevitable that if the medical profession 


does not take the leadership in all these develop- 


ments, other groups and agencies, and the purely 
commercial interests with a multitude of good and 
bad answers to give, will furnish to the public less 
controlled and tested answers. We must answer 
this challenge in every co-operative way possible. 
Only then will we again see a new look—a look 
of decreasing mortality from the major complica- 
tion of this century’s greatest problem—athero- 


sclerosis. 
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The Problem of Cancer in Aging 


Ons of the greatest problems of cancer in aging 
is pure cussedness among the elderly “peculiar” 
persons, who often live alone and are hedged with- 
in limited horizons. As the years pass and 
changes are experienced in bodily functions, they 
develop a hazy, unintelligent notion that “all old 
persons get that way.” 

Recluses often abhor medical supervision, but 
perhaps they will tolerate a few visits each year 
by the family physician. Many oldsters in their 
eighties or nineties cannot quite make the trip to 
the office, but will submit to home care. If the 
symptoms demand further investigation, they may 
be taken to the office or the hospital. 


Time Element 


Early diagnosis is very important in cancer. 
Sometimes it is not easy for the physician to spend 
the proper time with an older patient when he 
comes in unannounced. Usually this has taken 
some courage. Rather than gloss over the situation 
with a quick survey of the blood pressure and a 
cocked ear over the heart, it is better to “talk” on 
this first visit and then make a definite appoint- 
ment for a thorough physical examination. The 
best cancer clinic in the United States is the family 
doctor, the elderly patient and time for a com- 
plete organ review. The record becomes a holo- 


graph of consequence. 


Proper Referral 


If there is evidence of abnormal changes, the 
next step is intensive investigation through proper 
referral. Surely, when a patient’s life is dangling 
over the great abyss, and I need aid, I will not 
choose one who is only a rundle above me on the 
ethologic ladder. 

I recall a well established generalist in a small- 
town hospital who could treat pneumonia, remove 
an appendix and set a fracture in good order. One 
day a young doctor presented a woman of seventy- 
two years of age with a nodule in her left breast. 
“A simple mastectomy is awfully simple,” said the 
big man with the engaging smile as he gazed with 


fatherly assurance on the medical novice. The sit- 
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uation called for a radical operation, including 
excision of the axillary lymph glands. He was not 
qualified. The final result was “simply awful.” 

All the advantages of a brilliant diagnosis of 
cancer may be lost when the referral is a bungling 
diminuendo. If the salvage rate is to rise, good 
referral is a ploy command. 


The Medical Trap 


Sometimes the doctor falls into anesthesia with- 
out inhalant. A weary physician had finished his 
work for the day and longed for family, dinner and 
“freedom,” when his elderly secretary mentioned a 
“vaginal discharge.” ‘Well, for heaven’s sake, 
douche and say no more about it,” he snapped as 
he fanned his coattails out the door. A few months 
later, one of his confreres confronted him with the 
diagnosis of cancer of the cervix in his all-too- 
patient secretary. Daily, the doctor must alert 
himself against the medical trap. 


Confused Symptoms 


A member of an asthmatic family developed 
symptoms of asthma late in life. Antihistamines 
helped for a time, then failed. The patient was 
sent for allergy skin tests. A preliminary chest film 
resolved the situation. A bronchiogenic carcinoma 
was the cause of the asthma, but the diagnosis 
came rather late. 

The same principle applies to other organs. A 
sixty-eight-year-old man complained of epigastric 
discomfort after meals, but wanted to postpone 
follow-up plans. Roentgen ray survey showed a 
crater and a mass at the antrum of the stomach. 
A subtotal gastrectomy was done, and the patholo- 


‘ 


gist’s report read “carcinoma of the stomach.” 


The man survives as a tribute to minor details. 


Metastases 


Sitting at the bedside with “beard in hand” and 
studying the patient may do for the Victorian 
artist. The twentieth century calls for examination 
and definitive treatment in cancer with all possible 


speed. 
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I sent a man in his eighties with a mass at the 
base of the tongue to a cancer clinic. I received no 
report. Upon inquiry, I found that the patient 
had not kept the appointment. I tried to call him. 
The telephone was disconnected. Progress was 
hiding under a jupon of dismay. I drove to his 
house. There he was rocking on the porch, spry 
in appearance but bulging in the neck. “I'll wait 
till spring,” was the sibilant reply. 

My words about the “metastatic nature of can- 
cer’ did not register very deeply. I gently led him 
to the car and deposited him bodily at the hospi- 
tal. Operation and radiation approached a “cure.” 
His death from pneumonia prevented a future 
metastatic disaster. The most painstaking expla- 
nation may be ineffective. Pressure beyond the or- 
dinary limits of courtesy often is required. 


“Such a Small Tumor” 


Small tumors present a problem in geriatric can- 
cer: “It is too small to bother with,” is a routine 
excuse. A neglected pea-sized nodule may produce 
a baseball metastatic mass in some other part of 
the body, not excluding the lungs. A tiny excres- 
cence of the skin may be a primary squamous cell 
carcinoma. A leukoplakia of the buccal mucous 
membrane may be an early cancer of the mouth. 
A “show” of blood from the lower bowel demands 
sigmoidoscopy to rule out neoplasm. “Mighty in 
size” calls for investigation but “mighty small” 
may become the anagoge in final examination. 


Good Exposure 


A maidenly lady of advanced years complained 
of a sore throat. When I indicated my intention 
to do a complete physical examination, she de- 
murred. “Must I be pawed over for a mere sore 
throat?” she said. Finally she submitted, and an 
enormous fibroid tumor was palpated. She ad- 
mitted that she knew about it and that it had en- 
larged in recent weeks. After recovery from the 
acute illness, an operation revealed a sarcoma, su- 
perimposed on the fibroid tumor of the uterus. She 
was sixty then and is now in her eighties. Almost 
any departure from normal demands a review of 
all systems. 

I had trouble getting a man to remove his 
shorts for an examination. When they finally van- 
ished, there in full view was a mass in the 
phimosed prepuce. This carcinoma required par- 
tial penile amputation. He has survived for seven 
years. 


1440 


Requests for advice over the telephone can lead 
one into a trap. A distraught daughter wanted 
something for her mother’s low back pain. Object- 
ing to absent treatment, I made a call and found a 
cachectic elderly lady with a fungating cancer of 
the breast. X-ray revealed metastases to the lum- 
bar spine and lungs. Both women refused rational 
treatment. The best that I could do was to pre- 
scribe for the pain and to urge good nursing care. 


Pathological Confirmation 


The small lesion removed in the physician’s of- 
fice should reach the pathologist. “It is an inno- 


” 


cent little thing,” is a tempting statement. It is 
better, however, to have all tissue confirmed than 
to miss out on one diagnosis. 

A man turning seventy years had a severe 
pharyngitis with associated lymphadenopathy. The 
report on the leukocyte count was lost. It would 
have been easy to forget it. A repeat count 
astounded the floor nurse with a reading of 90,000. 
The differential indicated myelogenous leukemia. 
The patient was referred immediately for chemo- 
therapy. 

A negative Papanicolaou cytological smear does 
not rule out malignancy, while a positive report 
calls for further examination. We have much to 
learn about cancer. Let us take advantage of all 


known modalities. 
The Cultist 


Another problem is the cultist and his unctious 
solicitude for the sigmoid curve pierced by two 
parallel lines. His false promise of “miracle” cures 


delays diagnosis, proper referral and_ indicated 


therapy. The alleged “cure” may be as harmless 
as a child’s mud-pie, but the delay resulting there- 
from becomes metamorphosed into the simple and 
effective word “death.” 


Sign Interpretation 


Nature has been kind enough to reveal to us 
certain warnings as to the possible existence of 
cancer. The problem of the moment is to follow up 
complaint with inquiry, when the patient finds 
himself with any of the following departures from 
the normal state. 

1. Indolent ulcer 

2. Pearly plaques 

3. Persistent hoarseness 

4. Nodular areas 

5. Tumor in any part of the body 

6 

7 


Abnormal show of blood 
Abnormal function 
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Failing appetite 

Pain 

Change in bowel habits 
Urinary retention 
Anemia 

Weakness 

Change in color 

Loss of weight 

Cough, plus time 
Change in contour 


Vi Se 


COnO oe oor 


Summary 


In presenting the problem of cancer in the aging 
I have attempted to crystallize some of my thoughts 
in simple form 

The cussedness of some older patients has been 
mentioned, and the time element in evaluating 
cancer has been discussed. Proper referral has been 
urged, and the doctor is warned against the “medi 
cal trap.” 

There has been discussion about confused symp- 
toms, the dangers of metastasis and variability in 
tumor size. Good exposure when examining el- 
derly patients could present the golden opportu- 
nity for recognizing early cancer. 

The best cancer clinic in the United States is 
the doctor, the elderly patient and proper time for 
the detection of any cancer. Pathological confir- 
mation of tissue is absolutely necessary. Danger 
signals are reviewed. 

The delays of the cultist spell death. One of the 


purposes of this paper is to emphasize again that 


Geriatrics as a science demands more of the physi- 
cian than “ninety vears of kidding, with termina- 


tion in a box.” 
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An easy game of tennis is recommended as a good sport for those over forty by Bitsy Grant, 


a former tennis champion in the southern states. Now forty-nine and still winning tennis tour- 


naments, Bitsy heartily recommends tennis for middle-aged and older men. “If you’re over 


forty, make up your mind you’re not going to run too much. If the ball comes to you, hit it; 


if not, let it go,” is his advice. 
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Diabetes and Aging 


D IABETES presents significant problems in the 
older age group. Unfortunately, this disease ac- 
centuates and hastens the incidence of degenerative 
vascular disease and often makes medical care nec- 
essary several years earlier than for the population 
at large. Its beginning may be relatively asympto- 
matic. The classical signs found in young persons 
of thirst, overeating, polyuria, fatigue and weight 
loss are not usually present. The disease is fre- 
quently discovered on a routine physical examina- 
tion or a hospital admission for an unrelated con- 
dition. Goodman and Goldberg® report the case of 
a man past sixty years of age whose first diagnosis 
of the disease was made when he was brought to a 
hospital in diabetic coma. 

Routine examinations would give more positive 
diagnoses of diabetes if instead of the usual fasting 
blood sugar and urine determinations, these tests 
were done two hours after an unrestricted meal. 
This technique is advocated and is being used more 
and more in carefully managed detection drives. 

Many persons over sixty years of age cannot util- 
ize carbohydrate in accordance with normal glu- 
cose tolerance standards.* These findings persist 
even when intravenous glucose tolerance tests are 
done. Thus, the absorption rate of glucose from 
the gastrointestinal tract is not the cause of im- 
paired tolerance.'* The cause of the prolonged 
glucose tolerance curves and elevation of blood 
sugar in many aged individuals is not clear. Prob- 
ably it does not represent true diabetes." 

Many older diabetics have had their metabolic 
disturbance for years but occasionally the disease 
first becomes apparent in a person over sixty years 
of age. The physician should strive to avoid pro- 
longed hypoglycemia in persons past middle age, 
as it may precipitate coronary or cerebral throm- 
bosis. Most elderly patients have a greater sense 
of well-being when their blood sugars are slightly 
above normal. 


Atherosclerosis 
Diabetic patients often develop atherosclerosis at 
an earlier age than non-diabetics. Many expert 
clinicians contend® that such vascular changes may 


be postponed by scrupulous control of carbohydrate 
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metabolism with diet and insulin. Saturated fatty 
acids are restricted in the diet and, at times, oral 
preparations of unsaturated fatty acids are pre- 
scribed. Symptoms of atherosclerosis in the peri- 
pheral vessels vary from mild sensations of cold, 
through intermittent claudication, to complete ob- 
struction of the involved vessel. This latter event 
leads to severe pain and gangrene, a major compli- 
cation of diabetes often necessitating amputation. 

Plaques of atherosclerosis are common in the 
aorta, coronary and cerebral vessels of elderly dia- 
betic patients and cause a large percentage of dia- 
betic deaths. In women less than sixty years of 
age, coronary thrombosis is relatively rare except 
in the presence of diabetes or hypertension. Dia- 
betic women in the earlier age groups approach 
equality with men in the incidence of coronary 
artery disease and myocardial infarction. 


Ocular Changes 


Cataracts are common in aging diabetic patients. 
Histologically they are the same as senile cataract 
seen in the aged without diabetes, and are man- 
aged in the same way. True diabetic cataract, seen 
only in young patients, represents an entirely dif- 
ferent problem*® with maturity in days or weeks. 

Retinopathy represents a major challenge to the 
clinician treating diabetes. Small capillary micro- 
aneurisms rupture and produce pin-point hemor- 
rhages.'*:1> The lesions may reverse themselves and 
improve, or they may progress to extensive hemor- 
rhages followed by neo-vascularization and retinitis 
proliferans. In this event, the ultimate result is 
total blindness. 

There is no adequate therapy for diabetic reti- 
nopathy. Vitamin B,., testosterone, hyphophysec- 
tomy, adrenalectomy and x-ray therapy have been 
used with equivocal results. 


Nephropathy 


Intercapillary glomerulosclerosis described by 
Kimmelstiel and Wilson in 1936 microscopically 
shows diffuse or nodular pink staining areas con- 
sisting of a deposition of hyaline material in the 
intercapillary spaces.'| Patients with the Kimmel- 
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stiel-Wilson syndrome present a clinical picture of 
albuminuria, hypertension, edema, reversal of 
A-G ratio, hypercholesterolemia, nitrogen reten- 
tion and uremia. Death follows promptly on the 
developemnt of renal failure. There is no known 
effective treatment. 


Cystitis and pyelonephritis occur frequently in 


diabetes. A severe form of the latter, known as 
papillary necrosis of the kidney, occurs most often 
in diabetics and pursues a fulminating course to 
fatality.* 


Neuropathy 


Elderly diabetic patients are prone to neuro- 
pathy. Pain, parasthesias, loss of vibratory sense 
and absence of tendon reflexes in the extremities 
are noted. Abdominal pain simulating tabetic 
crises is seen occasionally. There is no agreement 
as to whether diabetic neuropathy is due directly 
to metabolic changes or to sclerotic changes in the 
arteries supplying the nerves. 


Cancer in Diabetes 


Many observers have pointed out that cancer 
of the pancreas is more common among diabetic 
persons than among the general population. One 
series of 256 patients with cancer and diabetes re- 
ported from the George Baker clinic® in 1934 and 
another series of 101 patients in 1952 indicated 13 
per cent and 12 per cent incidence, respectively, of 
cancer of the pancreas. The occurrence of this 
tumor in the population at large is 2.5 per cent. 
That pancreatic neoplasm was not responsible for 
the diabetes by destruction of islet cells is indicated 
by the average duration of diabetes of three to six 
years, while the duration of symptoms of cancer 
was only one year. 

Jacobson® concluded a study by saying “the con- 
census as expressed in the literature supports the 
hypothesis that cancer of all kinds occurs more 
frequently than expected among diabetics.” 

Joslin and his associates’? report a contrary 
opinion in a study of 1,026 individuals from the 
onset of diabetes to death. They concluded that 
the number of cases of cancer did not differ signifi- 
cantly from expected values. 


Management of Diabetes in the Aging 


Diet is the keynote of all diabetic therapy. To be 
effective, it must (either alone, with insulin or the 
newer oral hypoglycemic agents) maintain ade- 
quate control of hyperglycemia and glycosuria. In 
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addition, the diet must be adjusted to individual 
needs. Obesity is to be avoided by restriction of 
calories. Under-nutrition is treated by providing 
adequate calories along with vitamins and miner- 
als in the diet. Older persons living alone have lit- 
tle incentive to prepare an adequate meal for 
themselves. Adequate daily protein intake must 
be provided since this is a common deficiency in 
geriatric patients. The physician or dietitian 
should evaluate the needs and problems of the 
individual patient and tailor the diet to these re- 
quirements. This takes time and patience. 

Many of the older diabetic patients achieve good 
control on diet alone, others require insulin for 
euglycemia. The needs of most of the latter will 
be served best by one of the intermediate insulins, 
such as N.P.H., lente, or globin given in a single 
dose daily before breakfast. Meals should be on 
schedule. Any failure to do this may result in a 
drop in blood sugar and an insulin reaction calling 
for extra carbohydrate such as sweetened fruit juice 
or ginger ale. 

Oral medication which will reduce blood sugar 
in selected patients has been available since 1956. 
The arylsulfonylurea compounds are most suitable 
for patients whose diabetes started in middle life, 
are stable, require 40 units or less of insulin per 
day to control and are of less than ten years’ dura- 
tion. The drugs are of much less value in juvenile, 
brittle or severe late onset diabetes. Even those 
persons well controlled on tablets require supple- 
mentary insulin in stressful situations such as in- 
fection, acidosis, surgery or trauma. It is generally 
agreed that the oral compounds stimulate the 
release of insulin from the pancreas. 

An entirely different compound known as D.B.I., 
has been released recently for the treatment of 
This drug is a biguanide and causes 
lowering of the blood sugar by a decreased hepatic 
output of glucose and an increased uptake of glu- 
cose by the muscles. Effective doses often cause 
nausea and vomiting. Its best use is in relatively 


diabetes. 


small amounts to supplement insulin in unstable 
diabetes. It also helps minimize hypoglycemic re- 
actions in patients with brittle diabetes. 

The oral hypoglycemics are not universally ap- 
plicable. There are, however, many situations 
among older patients when the sulfonglurea com- 
pounds may be used advantageously. Among these 
are physical handicaps such as poor vision, tremor 
of the hands, loss of an arm, or lack of under- 
standing of syringe technique, which render self- 
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administration of insulin practically impossible. 
Some others rebel against the use of daily injections. 


Conclusions 


An attempt has been made to describe briefly 
the relationship of diabetes and aging. To discuss 
completely this relationship would require the ex- 
position of a text book on diabetes. Suffice it to 
say that diabetes in all its protean manifestations 
is an integral part of the practice of geriatrics. 
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(Continued from Page 1436) 


plained, any change in a wart or mole, any change 


in bowel habits—either diarrhea or constipation 
and any chronic fatigue or exhaustion. 

If this is done, the physician will have an op- 
portunity to detect the first evidence of malignancy. 
If we are going to make an impression on this dis- 
ease, it must be by attacking it very early, some- 
times on very little evidence. 

This is where a physician with a high index of 


curiosity about minor symptoms and small bits of 


evidence does the most for his patients. He needs 
to be a detective type of doctor who will insist on 
a chest film on minimal symptoms, a gastroin- 
testinal x-ray on persistent indigestion and a 
biopsy of any tissue that looks suspicious. 

In no other manner are we going to be able to 
detect malignancy early enough in the disease to 
remove the primary lesion surgically and achieve 
satisfactory results. 

18545 Schoolcraft Ave. 
Detroit 23, Michigan 
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Driving and Aging 


P uysictans are frequently asked: “Doctor, 
do you think grandfather should drive?” Many 
times when the question is not asked, an evalua- 
tion needs to be initiated by the physician in the 
Same manner as suggestions are offered to older 
patients on diet, exercise and rest. 

It is tempting but would be unfair to prohibit 
driving for all beyond a certain age. Aging has 
many facets, one of which is the desire to live in- 
dependently. Many suburban and rural areas have 
no public transportation. Older persons living in 
these districts may experience difficulty getting to 
the grocery store, church, lodge and the homes of 
relatives and friends for some of the social enrich- 
ments of life unless they are able to drive. 

Our decisions should be influenced by a general 
knowledge of the driving requirements of our older 
patient. Rush-hour traffic in metropolitan areas 
or thruway traffic between cities pose greater prob- 
lems than driving a mile to a suburban shopping 
center or down the road to a rural store. 

We have a responsibility to help as many as pos- 
sible of our older patients to live happily, zestfully 
and healthfully in the years medical science has 
added to their lives. It is the quality rather than 
the quantity of the days that counts. Our decisions 
would be much simpler if older drivers injured or 
killed only themselves in their traffic accidents but 
such is not the case. Frequently we are cast in the 
villain’s role of “fencing them in” when it comes to 
driving which irks them considerably. 

When we must hand out an unhappy decision, 
the appeal should be directed toward the safety of 
other persons rather than the personal risk. In 
this way the curtailment of driving will be accepted 
with a feeling of social responsibility rather than a 
loss of personal right. 

Actual decisions can be guided by the recently 
published AMA “Medical Guide for Physicians in 


Determining Fitness to Drive a Motor Vehicle.” 
In general terms, we look for one or several 
health conditions which may cause confusion or 
Dr. Rodger is Chairman, MSMS Committee on the 
Study of the Prevention of Highway Accidents and 
Member, AMA Committee on Medical Aspects of Auto- 
mobile Injuries and Deaths, 
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loss of consciousness thus interfering with the pa- 
tient’s physical and mental ability to manipulate 
the controls. In addition, we must assess whether 
or not the drugs we prescribe or the emotional 
or fatigue situations might make it unsafe for him 
to drive for a time. 

Let us now consider some of the more frequently 
seen health conditions of the older age group 


which affect driving proficiency. 


Heart Conditions 


Patients with mild angina pectoris or myocar- 
dial failure with minimal dyspnea on exertion and 
controlled by therapy may drive a private motor 
vehicle. Patients with atrioventricular block or my- 
ocardial infarction should not drive for several 
months. Rupture of a ventricle, more likely to 
occur in the first weeks after an attack, will give 
no warning. A fresh infarct almost invariably is 
accompanied by warning symptoms which would 
permit a driver to get off the road and stop the 
car. 

Hypertension 


“Hypertension in itself is not disabling for the safe 
operation of a motor vehicle, but the complications aris- 
ing from hypertension, that is, damage to brain, eyes, 
heart or kidneys, may well prove to be disabling. When 
the complications are limited to the optic fundi, the de- 
gree of impairment of driving ability should be evalu- 
ated solely on the basis of loss of vision. If there is any 
evidence that the hypertension has caused cardiac dam- 
age resulting in congestive heart failure or angina pec- 
toris, such patients should be advised not to operate a 
motor vehicle, unless the congestive failure or angina is 


well controlled by therapy.’ 


Cerebral Vascular Disease 


“Patients with inadequate blood flow to the brain be- 
cause of atherosclerosis of the cerebral vessels are apt 
to have attacks of syncope or dizziness and should be 
advised not to operate a ‘motor vehicle. If there have 
been cerebral accidents, thromboses, infarctions, transient 
cerebral vascular spasms, or small areas of cerebral 
softening with resulting changes in personality, alertness, 
ability to make decisions, or if there has been actual 
loss of motor or sensory power or coordination, such 


patients should be advised not to drive. However, if the 
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resulting changes in function are minimal, with little or 
no disability, it may be possible for these individuals to 
drive a private motor vehicle.”? 


‘ 


The slowing-up effect of the “small stroke’ is 
seldom realized by either the patient or the fam- 
ily. Yet its effect upon driving efficiency may be 
marked because of the deterioration of both judg- 
ment and reaction time. 


Diabetes 


“The uncontrolled diabetic should be advised not to 
drive because of the possible development of disabling 
complications.” Diabetes in older patients often is 
mild and can be controlled by diet alone or oral therapy 
or small doses of insulin. Seldom is diabetes a hindrance 
to safe driving in the aging. 


Impaired Eyesight 


“At present we believe that patients whose corrected 
vision, tested under normal standards, is 20/40 or better, 
may be allowed to drive a private vehicle. Patients with 
less than 20/70 corrected vision in the better eye should 
be advised not to drive. At present there is no uniformity 
of opinion regarding the safe driving ability of individ- 
uals with visual acuity between 20/40 and 20/70. Fur- 
thermore, at this time there are no scientific data avail- 
able which permit the establishment of fixed standards. 

“The physician should consider the conditions under 
which each person drives, and the vision the patient 
possesses. He is then in a position to advise the patient 
whether or not he should drive in congested traffic, in 
hazardous road conditions, at high speed or at night.’2 


Visual form fields of 140 degrees or more are 


considered adequate, while patients with fields of 
less than 110 degrees should not drive. Those with 
fields between 110 and 140 degrees must be evalu- 


ated personally on the basis of the kind of driving 
and the amount of lateral vision. 

Color blindness is no bar to driving since traffic 
lights are now. standardized. 


Hearing Defects 


Although deafness is a handicap to a driver, 
usually it is compensated for and should not be 
a barrier to the operation of a private vehicle. An 
outside rear view mirror is important and a hear- 
ing aid may help. 

Patients with sudden attacks of dizziness due to 
Ménieré’s syndrome should not drive except those 


in whom the attacks give enough warning to pull 
over to the side of the road. 


Drugs 


Numerous drugs have detrimental effects on 
driving. If a given drug makes a patient drowsy 
or dizzy there should be no driving until its ef- 
fects have worn off. Hypertension often is con- 
trolled in older patients by hypnotics, sedatives and 
tranquilizers and these drugs often cause drowsi- 
ness. Antihistamines and drugs for motion sick- 
ness may be dangerous to certain drivers. Any new 
drug that is prescribed should be evaluated for 
its possible effect on the patient’s driving ability 
and the patient should be warned appropriately. 

The older patient is as vulnerable to the effects 


of alcohol upon driving as is anyone else. 


“One drink may be tolerated. Two drinks put one 
in the level of impairment for about two hours. Three 
drinks are too many.””! 


Fatigue 


Fatigued and drowsy drivers in the older age 
group are responsible for some accidents. The 
older driver on a long trip should plan a driving 
day of six or seven hours. He should have rest 
stops every hour and remember to eat lightly be- 
fore driving. The only sedatives permitted should 
be small doses of short-acting drugs at bedtime 
with at least eight hours in bed. 


Conclusions 


The physician has a responsibility to the older 
patient to decide if he can continue to drive, should 
drive under limited conditions or should temporar- 
ily or permanently cease to drive. This advice 
should be given sympathetically and with emphasis 
on the older driver’s responsibility for the safety 
of others. 

Health conditions relative to driving are assessed 
in the more frequently seen patients with heart 
abnormalities, hypertension, cerebral vascular dis- 
ease, diabetes, eyesight and hearing impairment, 
and those taking drugs or subject to fatigue. 
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Treatment of Emotional Problems 
in the Aging 


Tue characteristics of many medical problems 
are often difficult to identify since in the mild 
form they are obscure. When they become severe, 
however, the characteristics often clarify. The fol- 
lowing severe case of emotional distress in geriatrics 
is presented in the hope that it will clarify mechan- 


isms seen more commonly in the less severe cases. 


Report of Case 


A septuagenarian man was admitted to a large hos- 
pital with minor physical complaints. After a few days, 
there developed a serious complicating mental disorder 
with hallucinations and delusions. Consultation was re- 
quired and examination showed that the apparently wild 
ravings of the man were understandable. It was learned 
that for forty years he had been an employe in the same 
hospital in which he was now being treated. During this 
time he had been close to many of the chiefs and by-gone 
greats of the institution. However, after his retirement 
he had found it necessary to live alone and away from 
his children. As a result, when time for his physical 
check-up came, he was actually mildly elated to be 
returning to the hospital where he would be able to talk 
to his old cronies. Unhappily, most of the members of the 
staff whom he had known were either dead or inactive 
and he was now more alone than he had been before. 
rhis difficulty was accentuated because his physical com- 
plaints were minor and required very little nursing at- 
tention. Accordingly, he retreated while alone from the 
unfriendly world of reality into one of his own creation 
where he was more familiar and in which he was happier 
His hallucinations were of being with the old cronies 
and of talking with them. 

These, incidentally, were successfully treated by making 
a reality situation in which the old gentleman was more 
comfortable. Student nurses and the house staff wer 
interested in the problem and were asked to come in and 
chat. The older members of the attending staff also were 
informed of the hospitalization and these, too, continually 
dropped in to talk. Removal of the cause resulted in 
relief of the hallucinosis in forty-eight hours 


This was only an exaggeration of problems which 
doctors see quite frequently. In the United States 
there are now twenty million people who are sixty 
years of age or older and 25 per cent of the entire 
population is made up of individuals over fifty 
Older people, in addition, seem to need more medi- 


cal help than younger ones, and the result is that 
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a higher percentage of hospital beds and of 
physicians’ appointments are used by the aging or 
aged. Almost all of them have difficult emotional 
complications of organic problems and many of 
their organic syndromes are, in fact, caused by 
elaboration of their emotional inadequacies. 

The psychological difficulties of aging people are 
similar to those of others. The main problem re- 
volves around the concept of mastery of the en- 
vironment. It can be observed that man’s chief 
problem is to acquire enough environmental con- 
trol so that the satisfactions of drives within him 
become possible. The oldster is no exception. Two 
authors in particular have written cogently on this 
subject. The first is Weinberg’® and the second is 
Gittleson.® 

Weinberg says there are two main factors in th 
emotional problems of the aged. First, as just 
noted, is the loss of capacity in mastery of the en- 
vironment and of one’s physical self. This idea is 
very easily understood, when one compares the 
mental energies with the physical ones. The olde 
person simply does not have either the mental or 
the physical energy to apply to the job of dealing 
with the environment around him effectively. The 
second great emotional problem of the aging is the 
phenomenon of increasing isolation, a concept 
which needs no elaboration at all. These two 
factors are gigantic ego-destroying phenomena, and 
Weinberg says they are commonly met through 
three mechanisms. First is by exclusion of stimuli 
The second is by conservation of energy and the 
third, by regression. 

Defining these methods of keeping the oldste: 
intact is interesting. By exclusion of stimuli, Wein 
berg means that the person simply refuses to pet 
ceive things which are not of great importance to 
him. Thus, people note that grandmother seems 
to be deaf only when she wants to be. How true! 
She no longer has enough energy to wrestle with 
all the complications of life so she only bothers 
with those that she feels will be important to het 

This produces an interesting clinical problem 


What the patient does not perceive, naturally is 
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not remembered, and the person becomes forgetful: 
Accordingly, evaluation of memory takes on new 
importance in the examining of older people. The 
teachings of only a few years ago indicated that 
failing memory, particularly for present events, was 
a sterling indication of loss of brain substance. We 
now know that this is not necessarily true. The loss 
of memory can be the result of the patient’s at- 
tempting to exclude stimuli which are not pleasant, 
and can therefore be a purely psychological 
phenomenon. 

Weinberg’s next point, he calls conservation of 
energy. Even when the oldster’s energy deficiency 
is not so great as to require exclusion of a large 
number of stimuli, he is reluctant to expend the 
effort necessary for him to do many things. The 
older groups tend to play their own games, and to 
play them more slowly; they don’t show particulai 
interest in learning new ones. They also tend fre- 
quently to sit around and be quite quiet. They 
don’t get as excited over new issues. This is often 
interpreted as rigidity and inflexibility because, in 
fact, the aging person sees no reason to learn a 
new way when he has already developed workable 
patterns and doesn’t need to spend the energy 
experimenting. 

The third method of defense against the on- 
slaught of age is regression. This is a common 
mechanism which is used by all people. However, 
in the aging it deserves special notice, and is often 
properly called childishness. The person cannot 
master his present environment with his present 
energy quotient. He runs back, mentally, to the 
day and the circumstances where he could. It 
might be added that the phenomena involved in 
the first two of Weinberg’s defenses are almost 
completely normal; this one frequently is not so. 

Gittleson, who undertook further investigation 
of these experiences, notes that “the problems of 
older people are . . . problems of adaptation.” He 
too observes that the first emotional fact of aging is 
failure in the capacity to master one’s environment. 

According to him, adjustment to the weakening 
of the ego is characterized by: (1) exclusion of 
stimuli, which results in the frequently-encountered 
forgetfulness; (2) overcompensating for new feel- 
ings of inferiority and inadequacy related to sexual 
and mental decline through increased self-assertion, 
and even domineering; (3) mild depression related 
to isolation and loneliness; (4) increased sensitivity 
to the environmental slights; (5) psychosomatic 


and conversion symptoms which drain away 


1448 


anxieties engendered by decline; and (6) regres- 
sion. 

Other writers who have described these same 
phenomena, each in his own terms, include 
Prados,"? Lakin,* Pomrinse,!® Rudd,'* and Rodof- 
sky.}? 

The essence of the picture drawn by all of them 
is rejection of the aging person by our society, 
causing the oldster to see himself as depreciated. 
Along with this is extreme loneliness, a feeling of 
uselessness, and loss of hope. 

Almost all students of the problem also remark 
on the environmental problems of limited or 
deficient financial situations, including sub-stand- 
ard housing. The best of the aged in our culture 
become highly threatened people through these 
realities, even if physical infirmity is not a part 
of the external picture. 

“Retirement is the funeral of living death,” 
Gittleson remarks poignantly. 

Beyond all the attacks from without is the bom- 
bardment from within. The basic fact is that both 
power and mental energy are reduced. If the 
people outside have no respect for old age, how 
much less pride is there from within for an in- 
dividual whose environment for sixty-five years has 
taught him that old age is evil? 

Reduced mental energy is frequently an almost 
4 


visible change. Titchner'! mentions a type of pa- 


tient who apparently gets on well until surgery be- 


comes necessary. After the operation, the patient 
seems to have acquired an almost new personality. 
This can be observed in the hospital, and even in 
social life following a severe but non-surgical ill- 
ness. Whether this change be sudden or gradual, 
a breakthrough of uncontrolled drives can be ob- 
served, and not infrequently there is considerable 
preoccupation with sex. 

This is explained in the literature by observa- 
tions that without much hope, and without much 
satisfaction in work or love relationships, the aged 
person seems unable to contain the bombardment 
from within. 

The problem, however, is not hopeless. There 
are several possible therapeutic approaches, and 
improvement is frequent, even in very difficult 
cases. Institutionalizing the patient is required 
much less often than was formerly believed neces- 
sary. Particularly, evidence of organic brain 
changes is less damning than was once the case. 

Busse! and associates have done electro-ence- 
phalographic examinations of 255 functioning com- 
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munity volunteers, sixty or over, who were without 
physical or psychiatric illness indicating malfunc- 
tioning of the central nervous system. Fifty-one 
per cent of these showed, in the examinations, what 
have always been regarded as significant organic 
brain changes! 

In the therapy of patients with these problems, 
three points must be considered: 


|. The physician first must make use of the 
occupational and social therapies available, and 
must have a broad knowledge of pharmacological 


advances. 


2. He must understand that use of so-called 
depth psychology is not always wise; in fact it is 


usually contraindicated. 


3. He must have a grasp of the somatic prob 
lems which affect the patient, and which, in effect, 


reduce the supply of mental energy. 


In reference to the first of these principles, the 
use of environmental therapies is sometimes greatly 
underestimated. If isolation of medical students 
produces hallucinosis, may not isolation of the aged 
do the same? And if the students’ hallucinations 
are removed by relieving the isolation, why 
shouldn’t the same work for aging patients? The 
case mentioned early in this article illustrated th 
affirmative answer. 

Even hospitalized mental patients placed in the 
most untenable position by arteriosclerosis or other 
brain damage improve with this kind of prescrip- 
tion. Recent studies show that senile state hos- 
pital patients improve dramatically with attention, 
kindness, and helping them to become more useful. 

Knowledge of drugs can be equally rewarding 
Masserman has produced interesting work with his 
animal experiments. One of these is a motion 
picture of monkeys harassed until they became 
severely withdrawn or irritable enough to attack 
by biting. Use of sedation brought a return of 
friendliness in these animals. 

What apparently happened was something like 
this: Unpleasant stimuli had bombarded the 
animal until it could no longer defend itself except 
by attacking or withdrawing. Sedation reduced 
the perception of the bombardment, so that the 
animal did not feel so harassed and could reach 
out again, right itself and build a measure of satis- 
faction into its life. 

Whether this theoretical explanation is correct 
or not, it parallels the facts. The theory coincides 
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with the clinical picture of the oldster who defends 
himself through withdrawing or irritability. 

Several different kinds of tranquilizers work very 
well in such patients. A few of them are Equanil, 
Pacatal, Sparine and Compazine. Several studies 
using the double-blind technique, tested against 
controls, provide proofs if clinical experience is not 
enough. Coats,? Darlington,’ and Goldman® are 
among the essayists on this subject. 

Clinical experience suggests that one of the prin- 
cipal causes of failure in the use of these drugs is 
insufficient dosage. This point was first illustrated 
with chlorpromazine, where original recommended 
dosages were far less than those found to be re- 
quired clinically. Experience has shown that 
Rauwolfia derivatives have a tendency to produce 
depression, and, in general, should be avoided with 
older people. 

Difficulty in starting the day’s activities or de- 


pressive symptoms or both are present in many 


clinical problems. The use of Ritalin is helpful in 


these cases. There are newer, so-called, specific, 
anti-depressant drugs which show great promise. 

The second major therapeutic consideration is 
taken from Meerloo® and needs little elaboration. 
However, Meerloo relates an interesting case. <A 
crotchety old lawyer, who chose to teach the 
psychiatrist rather than accept the role of th 
child in the doctor-patient relationship, was given 
some attention by the doctor who listened for 
fifteen hours. After this period in which the at- 
torney explained a great deal about the feelings 
of being an older citizen to his younger medical 
colleague, the patient had less fear of death, and 
the doctor felt he knew enough to write a paper 
Both were right. 

A third major psychotherapeutic consideration is 
far more important than might be thought. The 
geriatric patient’s physical problems must be under- 
stood and helped by the physician. This would 
appear to be obvious. With all the difficulties from 
within and from outside as well, it would seem 
unfair to add treatable physical illness to the 
oldster’s load. Yet, in one state hospital, Hor 
baczewski’ was able to report that two-thirds of 
the senile “psychotics” admitted to his institution 
were so ill physically that their mental problems 
were a side issue. 

Kurt Wolff’® took action on this point in Kan- 
sas. He insisted that all psychiatric geriatric ad- 
mission candidates be seen first as out-patients. Of 
the first twenty-eight examined, only seven ulti- 
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mately became in-patients. The remainder, with 
clinic care and physical treatment, were able to 
return to the community. 

The Chicago Medical College‘ out-patient ex- 
periment showed the same tendency. In this study, 
a list of deteriorated old clinic frequenters was 
reviewed. Multiple consultations were stopped, 
and each patient was assigned to one physician. 
The physician was given psychiatric guidance while 
in charge of the patient. The patterns of more 
than half of the patients were changed, and their 
capacity to function in the community improved. 

With these three general therapeutic principles 
in mind, the following case is illustrative of what 


can be done: 
Illustrative Case 


A seventy-two-year-old widow was living with her 
daughter, also a widow. A tacit, but very real, battle 
was waged between the two. The older woman had an 
injury or ailment in her abdomen, but she refused to 
let the family physician, who saw her every week, con- 
duct a complete examination. 

When the old lady appeared near death, she was 
taken to a hospital, where examination revealed a large 
ovarian tumor. After a reasonable period of physical 
preparation, surgery was performed 

Following the operation, the patient was disoriented, 
confused, irritable, combative, and hallucinatory. At last 
she was taken home, where the family supposed she might 
die in peace. All the listed symptoms continued, and, in 
addition, the patient lost bowel control. 

Not only was she incontinent, but she began to hide 
the feces. She was then removed to a general hospital 
psychiatric ward where it was discovered, rather sur- 
prisingly, that she could be talked to. With the proper 
use of tranquilizers, some occupational therapy, and 
minimum (but real) psychotherapy, incontinence dis- 
appeared, confusion cleared and hallucinosis ceased. 

Within three weeks, the patient was well enough to 
have care in a nursing home, and in another six weeks 
she was able to leave the convalescent situation to enter 
the home of a son, where the problems which had for- 
merly arisen with the daughter were reduced. When last 
heard from, improvement had been sustained. 


A summary of this case shows that electro-ence- 


phalographic changes characteristic of organic 


brain disorder existed and that all the clinical find- 
ings of organic brain syndrome of very severe degree 
were elicited. In fact, commitment proceedings 
had already been started for state hospitalization, 
but use of the three basic therapeutic considerations 
above described produced significant improvement. 
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Exercise in Aging 


As I sit down to write about the role of exer- 
cise in aging, I am conscious of the pleasant and 
relaxing effect of a brisk walk in the clear cold 
air in the hills. As a senior member of society, 
I can vouch for this particular positive effect of 
exercise; for many aging persons this may be its 
chief value. However, there are other physiologi- 
cal results of exercise which deserve as much em- 
phasis in the aging as they do in the young, and 
possibly even more. 

Though such effects of exercise are frequently re- 
ferred to in the presentation of health programs, 
they are but little discussed in planning for the 
health and happiness of older persons. To be sure, 
no hard and fast rules about exercise can be laid 
down for everyone of a certain age, in the first 
place, because no two persons have exactly the 
same physical needs or psychological preferences 
and, secondly, because chronological age is not the 
same as physiological age. Also it is true that some 
individuals live to be old and free from disease des- 
pite the fact that the only exercise they get is in 
breathing, eating, talking, and in tending to their 
minimal physiological processes of other nature; 
what percentage of healthy older persons belong 
in this category has not been determined, but it 
appears to be considerably in the minority. 

Naturally, in extreme old age, when physical 
strength and mental ability steadily decline, there 
comes a time when exercise beyond that of the 
simplest acts of living is no longer possible, but 
in the early and middle years of old age exercise 
can be very beneficial. It is important to recog- 
nize that there is a difference between positive 
health and the mere absence of disease. 

At any age, physical exercise, more or less 
planned, though not as a burdensome or boring 
program, has certain beneficial effects which can 
be helpfully reviewed in our discussion of the prob- 
lems of aging. The kind of exercise is not very 
important except that it should suit the strength 
aptitude, and liking of the particular person. It 

Reprinted from J.A.M.A., 165:70 (Sept. 7) 1957, by 
permission of the author. 

*Since this was written, the study has been published 


in the J.A.M.A., 167:711 (June 7) 1958 under the title 
“Coronary Heart Disease in Former Football Players.” 
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By Paul Dudley White, M.D. 


Boston, Massachusetts 


may vary in strenuousness from that involved in 
simple deep breathing in short periods several times 
a day to that involved in heavy wood cutting or 
snow shoveling or fast tennis. 

There should be no age set at which a person 
long accustomed to vigorous exercise should cease 
exercising, although it is usually wise to tone down 
the energy expenditure and the amount of time per 
day or week with each passing decade. If a man 
or woman is in good health and enjoys exercise 
in the open air (or perhaps even if not) the bene- 
ficial effects can continue to a very advanced 
age. I have known of Maine guides and lumber- 
men, gardeners, sailors, laborers, and sportsmen 
who have kept up a vigorous program both enjoy- 
able and beneficial well into the eighties. 

There are very few adequate statistics concern- 
ing the health and longevity of athletes. Some ar- 
ticles and books have been published on the sub- 
ject; one of these, entitled “University Oars,” was 
by Dr. John E 
Morgan, who was an oarsman himself. Dr. Mor- 
gan, of Oxford University, made a follow-up study 
of members of the crews who took part in the 


written many years ago (1873 


annual races between Cambridge and Oxford from 
1829 to 1869. His conclusion was that the effect 
of the rowing was a favorable one, that this type of 
exercise (some of which was continued for years 
afterward) had no unfavorable effect on health 
but rather the reverse, and that the longevity of 
the oarsmen was slightly greater than that of the 
average population. 

A study not yet reported,* which my associates 
and I made, was a follow-up of Harvard football 
players who earned their letters between the years 
1900 and 1930. This study showed a longevity 
close to that expected in the population at large 
It had been hoped to compare those who continued 
vigorous exercise throughout their lives with those 
who took no particular exercise after graduation 
from college and also those who had gained very 
much weight with those who had gained practi- 
cally no weight at all. Evidence on these two 
points was definitely favorable for those who con- 
tinued vigorous exercise and who did not gain 


weight, but the numbers in these extreme groups 
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were hardly adequate for statistical conclusions. 
One of the difficulties in such a study is that the 
majority of American males live a standard exist- 
ence, that is, they eat much the same diet, drink 
and smoke moderately, get some exercise but not 
of any considerable degree, and gain a moderate 
amount of weight through the years (10 to 25 


pounds or more in the course of thirty years) 


Benefits of Exercise 


Exercise has positive effects on the health. In 
the first place, there is the benefit of establishing 
or maintaining the general muscular tone through- 
out the body, including that of the heart itself. 
Some muscles, of course, become stronger if they 
are involved in the exercise, for example, the leg 
muscles in long walks, golfing, cycling, or tennis, 
or the arm muscles in wood cutting, eardening, 
fishing, or housework. One of the muscles that 
it is important to keep in good tone is the dia- 
phragm; almost any vigorous exercise or even re- 
peated programs of deep breathing will help here 

There are several values that are derived from 
good muscle tone. One is that which concerns 
the circulation of the blood itself. Sometimes one 
forgets that the heart, although the most impor- 
tant factor of course, is not the sole supporter of 
the circulation. The elasticity of the aorta and 
other great arteries is of importance in maintaining 
an even flow of blood. The vasomotor function 
of the smaller vessels is vital for the selective dis- 
tribution of the blood to the organs as needed. 
The peripheral veins with their valves act as local 
pumps for the return of blood to the heart when 
they are compressed by the muscles that surround 
them. The better the tone of the muscles the 
better in this support to the heart afforded by the 
veins. For the same reason, peripheral venous 
stasis of high degree with the development of vari- 
cosities, the pooling of the blood, and phlebo- 
thrombosis is counteracted, to a certain degree at 
least, by good muscle tone. Finally, good tone of 
the diaphragm with wide respiratory excursions 

aided by the avoidance of obesity) not only great- 

ly helps respiration but also improves the pumping 
action of the diaphragm in its suction of blood 
back to the chambers of the right side of the 
heart 

A second benefit from exercise is that already 
referred to, namely, its effect on the psyche. Most 
individuals, old as well as young, are much helped 
by the relaxation which comes from exercise of 
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the right degree, usually midway in amount and 
intensity between the extremes of triviality and 
exhaustion. For many of us, exercise is a delight- 
ful antidote for nervous tension and strains, anxie- 
ty, and mental concentration. A pleasant fatigue 
of the skeletal muscles has time and time again 
given me mental repose, peaceful sleep, and a sense 


of equanimity. 


A third benefit has been on digestion, partly, in 


all probability, by reducing nervous tension, which 


is a common factor in cases of esophageal irritabil- 
ity (cardiospasm) and peptic ulcer, and partly by 
its favorable effect on the bowel function. 


A fourth benefit of exercise at any age, and there- 


” 


fore applicable to the “aging,” is its favorable ef- 
fect in helping to control obesity, a condition wide- 
ly regarded as inimical to the best of health and 
longevity. Although it is true that obesity is due 
to the combined effects of heredity and over-nutri- 
tion, nevertheless, with the same caloric intake, 
the increased metabolic requirement resulting from 
exercise does help to control body weight. It is not 
the fat deposited under the skin here and there 
throughout the body or in the omentum that is of 
most importance but rather a few grams of fat in 
the wrong places, particularly in the walls of the 


coronary and other important arteries. 


Finally, the deepening of respiration which comes 
with exercise favors the function of the lungs in 
gaseous exchange and in the state of the lung tissue 
itself. Although chronic bronchitis and emphysema 
are common in old age and limit the amount of 
exercise possible, they are not a bar in themselves 
to mild exercise within the reserves of the person 


affected. 


Even in the presence of disease other than in 
the lungs, suitable exercise can be beneficial. I 
have seen many patients with heart disease of 
various kinds and degree and, except for the most 
severe cases, slight to moderate exercise can and 
should be prescribed. Of course, angina pectoris 
too easily induced or myocardial weakness of con- 
siderable degree will demand pro tem absolute 
rest, but with recovery or in the presence of well- 
healed myocardial infarction, as in the President’s 
case, a careful program of regular exercise may 
not only be an important health measure but it 
may conceivably be helpful, in the absence of im- 
portant symptoms, in retarding the further prog- 
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Medicine’s Responsibility to the 


I HE population of our country is increasing 


tremendously because more people are living longer 
than ever before. As custodians of the health of 
these older people, members of the medical pro- 
fession are charged with providing them with the 
best medical care possible. 

Our first major responsibility is to the younger 
members of the community. They need guidance 
in planning their future to help avoid some of the 
problems of health now experienced by their par- 
ents. Some of the principles of preventive medi- 
cine will instill better habits of eating and exercise 
long before the aging process becomes manifest. 
Good habits of living will slow down the aging 
process. The need should be stressed for a wide 
range of interests early in life as a preventive 
against boredom and hypochondriasis, which so 
frequently follows separation from the active labor 
force. 

Our second responsibility is to provide good 
medical care to the older members of our present 
society. Their needs are many and they may tax 
our ingenuity to help them. Presently there are 
600,000 persons over sixty-five years of age living 
in Michigan. Every doctor of medicine might well 
have about 100 persons in this age group under his 
care. Our practices will be devoted increasingly to 
the care of older people. 

Some of us like older people, enjoy talking with 
them and are pleased to help them solve their 
many difficulties. Other physicians have little con- 
cern for the elderly patient and are quick to at- 
tribute all of his ills to the aging process. He may 
say, “You cannot expect to be young again.” 
When a physician purports to help his patient and 
leaves him with this general feeling of hopelessness, 
he certainly is not practicing good medicine. We 
are largely responsible for having brought more 
people to the age of sixty-five years than in any 
previous generation. Let us give them hope for 
added years of usefulness by the use of a good 
psychologic approach in the management of their 
many problems. 


Dr. Price is Chairman, MSMS Geriatrics Committee. 
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Another major consideration should be the 
realization that living in our later years is a matter 
of everyone’s concern. The physician may see the 
patient first because of some physical or mental 
complaint, but soon discovers that the illness 
per se may be only a small part of the total pic- 
ture. Basically it may be a sociologic problem— 
improper living arrangements, poor economic 
status, loneliness, a derelict attitude on the part of 
children, or simply a lack of something to keep 
body and mind occupied. The individual’s own 
lack of initiative may be responsible for much of 
his plight; nevertheless, the condition exists and it 
is the responsibility of others in the community to 
help remedy such situations. Many communities 
already have various facilities available to help. 
Where they do not exist, the physician may be the 
logical person to initiate positive social thinking 
and call together representative members of the 
community to form a committee on aging. 

In some areas, social workers associated with the 
various departments of health and welfare have 
seen the need and developed programs of service 
to the elderly persons. Their efforts may have 
seemed to intrude into the field of medicine and 
the physician may feel some resentment. In most 
quarters, however, doctors, social workers and com- 
munity planning groups have worked in close har- 
mony for the welfare of the older persons. Here, 
the effectiveness of social gerontology and geriatric 
medicine will be demonstrated. 

Most older persons, when they become ill, would 
rather be cared for in their own homes than in a 
hospital. Unfortunately, there has been a growing 
trend among certain groups of physicians not to 
make home calls. This is more prone among the 
younger men, for the older practitioners have 
learned the satisfying experience of caring for peo- 
ple in their own homes. These physicians are miss- 
ing an important experience that would make them 
better doctors in later years. “The house call is an 
institution that fixes us more securely in the public 
esteem than any other, and the physician who re- 
fuses to make them, even in an emergency situa- 
tion, does us harm.” 
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Home calls must be made on older persons who 
are ill until the seriousness of the situation has 
been thoroughly evaluated. Of course a short 
period of hospitalization often is advisable. When 
the acute phase of the illness is over, which is 
seldom more than five or six days, they should be 
transferred home or to a chronic wing in the hos- 
pital where rehabilitation can be initiated. This 
must be given under the guidance of trained per- 
sonnel who teach the patient how to help himself 
rather than to have everything done for him as in 
the acute sections of the hospital. Members of the 
family could be included in the training process so 
that they, too, will grasp the basic concepts of good 
rehabilitation. The sooner patients are transferred 
to the “Do-it-yourself Unit” the more rapid is the 
recovery. These chronic wings have been de- 
veloped in many general hospitals and it is the 
duty of the staff to encourage their further exten- 
sion and use. 

Some older patients become confused during 
their hospitalization but when they get home in 
familiar surroundings, clear up entirely. It is im- 
portant then that patients be transferred home for 
continued care. Home Care Programs are being 
developed throughout the state in conjunction with 
visiting nurse associations or other agencies. 

These programs are necessary because of the in- 
creased number of older persons and by the in- 
creased emphasis being placed on the rehabilita- 
tion of all chronically ill persons. Long hospital- 
ization often is replaced by physician-directed 
nursing in the home. This type of care should be 
expanded because it is psychologically valuable 
and hospital costs are becoming prohibitive. 

The most effective care is that which returns a 
person quickly and fully to good health and social 
participation. The team approach of physician, 
nurse, social worker and physiotherapist gives both 
aid and satisfaction to the patient. Hospital costs 
and lack of beds make it mandatory that more 
home care be given to older persons. 

Nursing homes and homes for the aged are now 
licensed by the State Department of Health. New 
rules and regulations were established for better 
standards of medical care. ‘Two years have been 
allowed for conformity. Conditions will be greatly 
improved through the interest shown by the De- 
partment of Health and the Association of Ap- 
proved Nursing Homes. 

Physicians and other interested people in the 


community should champion good nursing home 
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facilities in their own localities. All such homes, 
small or large, should be licensed. They will then 
come under the surveillance of the Department of 


Health. 


As people get older, long-term illnesses loom as 
increasingly serious problems. Many of these pa- 
tients may face confinement in hospitals and nurs- 
ing homes. Efforts should be made to find and 
treat these individuals before their illnesses reach 
serious proportions. In this way, much suffering 
and expense might be avoided. Member units of 
the Diabetic Association and the American Cancer 
Society have done much to detect early cases so 
that prompt treatment can be instituted. The De- 
partment of Health has provided mobile-unit 
chest x-rays, finding unsuspected cases of tuber- 
culosis, lung cancer and heart disease. Screening 
programs help to discover various diseases in the 
general population before they have reached 
symptom-producing proportions. This same plan 
of mass screening could be extended to a larger 
segment of our aging population in co-operation 
with the county medical societies, hospital clinics 
and local health departments. Glaucoma, blood 
disorders, hypertension, arthritis and urinary tract 


infections may thus be detected early. 


All persons should go to a physician or clinic 


each year for a complete health appraisal but un- 


fortunately only a few avail themselves of this plan. 


The limited number of physicians and the cost 
make such an undertaking somewhat difficult in 
many communities. With the magnitude of the 
problem of chronic illness steadily increasing, we 
must attempt to provide adequate medical care 
for the total health needs of our aging popula- 
tion. Some feel that good health care is only 
possible when underwritten by the Federal Gov- 
ernment. It is our business to prove that it can 
be given by physicians in private practice in co- 
operation with the health departments of the 
country. 


Lowered physician’s fees for persons over sixty- 
five years of age with reduced incomes and limited 
resources to spur effective voluntary health insur- 
ance programs for the aged was voted by the 
American Medical Association House of Delegates. 
By the physician accepting a lower fee, the older 
person should be able to buy insurance at reduced 
premium rates. This should stimulate the issue 


and purchase of a much-needed type of policy 
(Continued on Page 1467) 
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The Skin in Aging 


W E HUMAN BEINGS have become objective 
about life cycles in plants and in animals, but some- 
thing about our emotional constitution makes us 
unwilling to consider that we ourselves have a nat- 
ural life cycle. We spend much time, worry, effort 
and money trying to forestall the natural progres- 
sion of our lives. We unrealistically delude our- 
selves into thinking that we fool our fellow man 
into a false estimate of our attainment in years. 
Perhaps when we have answered the question why 
we feel that this is necessary we will make another 
step forward into cultural maturity. 

One example of the type of self deception out 
society encourages is the women, in many respects 
intelligent and mature, who feel compelled to ap- 
ply weird and irrational assortments of agents to 
their skins. Presumably, this is a manifestation 
of the fear inherent in our civilization. 

Physicians are constantly confronted with the 
basic fact that all things that have life have a 
beginning and an end. The optimum lifespan 
of the human body, on the average, is fairly well 
pre-determined. Man’s mastery over the aging 
process has been in the nature of learning how 
to remove elements which would shorten man’s 
natural span. Man is the natural prey of other 
forms of life, just as other forms are the natural 
prey of man. By removing all those forms which 
consume us, as lions and tigers, bacteria, parasites, 
fungi, and the contagious evil ideas of man him- 
self, our bodily habitations are still left with the 
inevitable march of time and the changes which 
it produces in us. 

Our skin is the part of us that we present to 
the world. It does not seem to make much differ- 
ence what we do to ourselves, other people seem 
to be able to make a close observation as to where 
we stand in our personal timetable. However, it 
is a well-known fact also that certain racial types 
“look older’ at an earlier age than some others. 
It is also known that illness, and hormonal effects 
may seem to add to or detract a few years. Chemi- 


Dr. Palmer is Chairman, Department of Dermatology, 
Grace Hospital; Consultant, Charles G. Jennings Hospi- 
tal, and Assistant Professor of Dermatology, Wayne State 
University College of Medicine, Detroit. 
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cal, radiologic, climatic, economic, social, and spir- 
itual effects all play a role. The narrower interper- 
sonal relationships giving rise to emotional mani- 
festations, whether of happiness, hate, bitterness, 
hostility, anxiety, all have their effect on aging. 
Even the humidity in the air and our general hab- 
its of living have a part in determining the rate 
of aging processes. It may be speculated that radi- 
ation of various types, without which life itself 
would not exist, could, under varying circum- 
stances, hasten or slow the aging process. Aging 
changes actually resemble radiation changes in 
many ways. It may be that many of our cuta- 
neous changes are actually due to the constant 
radiation we receive all during our lives on this 
earth from several natural sources. It has been 
shown that such natural radiation takes place all 
the time® and that over a lifetime we receive even 
more radiation from these natural sources than 
we do from man-made radiation. 

Ideas relating to the time of onset of aging 
processes are conflicting. One philosopher, Erich 
Fromm,} considers that we continue being born un- 
til we are fully developed. It is presumably at 
the point where we are momentarily a full adult 
that we begin our decline. Biologists, working 
from chemical and microscopic evidence, are not 
in agreement. Goldzieher® stated that atrophy of 
the skin can be detected at age sixty and becomes 
noticeable at age seventy: whereas Reizenstein® 
stated that atrophy of the skin is definitely de- 
tected between twenty-six and twenty-eight years. 
Schmidt’ claimed that age changes begin at about 
age forty. Goldzieher* stated further that atrophy 
corresponds roughly to a person’s chronological age 
and is not in proportion to the amount of sex 
hormone secretion. Careful studies on rats show 
that histologic studies of the skin give quite close 
approximations of age. Such studies limited to 
definite screened human types have not been done 
which would take into account the factors of sex, 
health, heredity, race, environment, and _ living 
habits. 

Clinically the most obvious signs of aging as 


reflected by the skin are the development of wrin- 
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THE SKIN IN AGING—PALMER 


kles and the loss of hair pigment as well as the 
loss of hair itself. In the natural passage of time, 
certain events take place in the skin. The epider- 
mis becomes thinner and has fewer cells, a fact 
which is highly emphasized by cosmeticians. The 
change is actually atrophy. Investigators working 
on the problem of changes in the epidermis have 
noted that the cell depth of the epidermis can be 
influenced favorably by the topical application of 
hormones or of vitamins. The cellular thickness 
may also be increased by friction and by irritating 
substances. This emphasis on the epidermis does 
not get at the real change in the aging skin. Senile 
degeneration of the subepidermal elements consti- 
tutes the essential aging change. Most important 
are the atrophy and fracture of the elastic fibers 
and of the collagen fibers. Another event of im- 
portance is the development of sclerosis of the tiny 
capillary loops and the arterioles of the skin. This 
effect not only reduces nutritional supply but in- 
terferes with temperature control of the body, an 
important cutaneous function. Due to the effects 
on the skin of total aging changes in the body, 
such functions as the antibody responses, and hor- 
monal shifts, with resultant effects on pigmentation 
potentialities and even on the circulation, are 
altered. With a decrease in the amount of sweat- 
oil film on the skin, and decreased pigment, along 
with hormonal changes, it can readily be seen that 
the effects of the environment, themselves, produce 
a different reaction in the old skin than in the 
young. Then, too, when we remember that the 
skin itself has differing functions and even some- 
what differing anatomy on the various surfaces 
of the body, it will be seen why certain changes 
are more common in one area than in another. 
The clinical result of aging changes is discomfort 
in the winter especially, both from the dry air of 
an artificially heated house, and from frequent 
baths, cold temperatures and drafts. Another im- 
portant effect on both temperature control and 
on senile pruritus is that which is central in origin, 
due to central nervous system arteriosclerosis. In 
such instances, topical applications may fail, while 
mild subcortical sedation, such as simple bromides, 
is often helpful. 


Due to the decrease in the oil-sweat mantle 
which covers the skin, the old person has less lubri- 
cation to hold the constantly shedding skin cells 
together, and the skin assumes a fine dusty type 
of scaling. Such skin has little resistance to the 
harsh degreasing action of soaps, alkalies, and 
detergents. 

It is hypothesized by Pinkus® that the aging 
changes in the skin take place at varying rates 
from one area to another. Then, because of the 
usual biologic phenomenon of overcompensation 
for a loss of function, there is occasional over- 
growth. Many of these overgrowths occur on al- 
most every aging skin, to the point where we 
may consider certain of them “normal.” They 
are unsightly, however, and often lead to other 
medical complications. Hence, it is a good policy 
to keep the skin freed of them as they appear. 
Such excrescences are the seborrheic wart, the 
senile freckle (sometimes called senile lentigo 
the seborrheic keratosis, the cutaneous tag, the 
talangiectasis of Dubrueihl, and the senile kera- 
tosis. 

Care of the Aging Skin 


Instructions for the care of the aging skin should 


be kept simple and natural. Good hygiene, ade- 


quate lubrication, and preventive removal of ex- 


crescences constitute the basic fundamentals of 
such care. Comfort and adequate cosmetic ap- 


pearance are the goals.* 
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Carmel Hall 


Due evident need for suitable housing and 


proper care for the many elderly residents o 


Detroit and its vicinity prompted His Eminence, 


the late Edward Cardinal Mooney, to purchase thi 
former Hotel Detroiter, a 750 room hotel, for us« 
as a Home for retired men and women of thi 
Archdiocese of Detroit. The Carmelite Sisters fon 
the Aged and Infirm were invited by Cardina 
Mooney to take charge of the new Home to b 
known as Carmel Hall. 

Much remodeling and reconditioning took pla 
in the building to make it suitable for the needs 
of the Home. The entire building was re-wired 
and new plumbing installed where necessary. A 
new completely equipped kitchen and a 
-omtortable dining room for seating 400 peopl 
tables for couples and for four people were in 
stalled. The former drugstore was transformed 
into a modern Little Theatre, and throughout thi 
building convenient diet kitchens and sitting rooms 
were arranged on each floor. Two floors were ré 
modeled for a Medical Section where 100 hospital 
beds are available. The services include examining 
rooms, x-ray, laboratory, physio-therapy, rehabilita 
tion and activities of daily living program. A new 
Chapel was built by extending the second floor o! 
the building. A charming garden has been added 
which provides enjoyment in nice weather for the 
residents. 

As a Home for the Aging, Carmel] Hall has be 
a most saisfying achievement. Located as it is in 
the heart of a thriving metropolis, it serves 
aging men and women of the Detroit area in a1 
environment to which the majority of the residents 
have long been accustomed. At Carmel Hall there 
is every Opportunity for the residents to lead as 
active, interesting and useful lives as they are 
capable of leading. ‘The Home’s proximity 
downtown Detroit permits residents to shop, visit 
friends, attend the theatre and other recreationa 
and educational centers of the city. In this way 
they are able to maintain contact with the con 
munity at large, and they do not become isolate: 
from community affairs because of the fact that 


they are living in a home for the aging 


SEPTEMBER, 1959 


By Mother M. Regina Carmel 


Detroit, Michigan 


Residence quarters at Carmel Hall include pri- 
vate rooms with bath, and residents may, if they 
wish, furnish their own rooms or bring with therm 
treasured articles from their former homes. Dhet 
kitchens provide a place for between meal snacks, 
and sitting rooms on each floor can be used for 
entertaining visitors. Meals are served in the main 
dining room, but tray service is available when 
necessary. Special diets are also arranged. 

Residents may enjoy recreational diversions such 
as television, card games, and programs of ente 
tainment which art requently offered by outside 
groups In addition, residents are encouraged t 
participate in their own home talent program 
(he Carmel Hall Glee Club and Drama Group, 
and the Staff of Carmel Times, our monthly home 
newspaper, attract a number of residents 

Phe Occupational Therapy Department offers 

es In arts and crafts such as weaving, leathe I- 
Ceramics, china-paintins i coppel ena ling 
dressmaking, and many more Groups also meet 
to make party favors or rol] bandages. A registered 
Occupational Therapist is in charge of the depart 
ment The Medical Section accommodates the 


] 


bed-ridden and chronically ill where twenty-four- 


hour nursing care is given. Residents may con- 


tinue under the care of thei private physician oO 


he treated by a member of the Staff. A section has 


ilso been made available for the care of thos 
ine custodial care, and a privat 
dining room is located there accommoda 
tion of such residents 

The Residents’ Librai 4 Hall is services 
hrough the Public Librarv, and magazine sub 
scriptions are also received. The Library staff con 
sists of resident volunteers who are complete] 


responsible for the hbrarv. Monthly programs lea 


| 
uring a motion picture or guest speaker are spon 


sored by the Library ind a= special service 


rendered the chronically residents 1s “books on 


vheels” whereby one of the library staff weekly 

Medical section to distribute books fon 
convenience of bed-ridden residents 

ty shoppe in operation at Carmel Hal 


morale lifter for our ladies, and the 


1457 





CARMEL HALL—CARMEL 


gentlemen of the house find the barber shop a 
great convenience. A special attraction is the 
former bar, now called the Carmel Hall Tavern 
Room, and here on special occasions and _ afte1 
evening entertainments, cocktails are served to 
residents. 

A Chapel has been provided for Daily Mass and 
other religious services, and the resident Chaplain 
is available for spiritual advice and counsel to all 
who feel the need for such help. 

In connection with the various programs at 
Carmel Hall, we depend upon the valuable service 
rendered by volunteers. A group of high school 
girls participate in a nurse’s aide class and then 
help to make beds, serve trays and to perform 
various other services for the residents. Young 
business women give clerical help, switchboard 
service or do volunteer driving for the residents 
Other volunteers read to handicapped residents, 
take them for walks, write letters and do many 
The Catholic 


Nurse Association has provided us with a voluntee: 


other small but important tasks. 


registered nurse almost every day in the past three 


years of operation. Carmel Hall was opened in 


June, 1955, and presently accommodates approxi- 


mately 500 residents. The Home is a charitable, 
non-profit organization, but it must be self-sup- 
porting. Rates for monthly care are moderate. 
‘To sum up our total program at Carmel Hall, 
we hope to help our residents to have continued 
faith in the maxim that “life is worth living,” 
despite their age. Our Community of Carmelite 
Sisters for the Aged and Infirm conducts twenty- 
six other homes for the aged. Our endeavors art 
based upon the guidance and experience of ou 
Foundress and present Mother-General, Reverend 
Mother Angeline Teresa, who with keen foresight 
twenty-nine years ago envisioned truly home-like 
homes for aging men and women wherein they 
would retain their independence and sense of re- 
sponsibility while receiving the security and love 
which is so necessary at this time of their lives 
This is the ideal which is always the main ob- 


jective of our program at Carmel Hall. 





VA ACHIEVES NEW GOAL 


Veterans Administration started a new fiscal year 
July 1, quite satisfied with arrangements made with the 
states for compensation of doctors participating in the 
“home town care” program. Raises averaging 25 per 
cent have been allowed for surgical fees. Except for a 
few states which asked for no increase, the office visit fee 
will go from $4 to $5, with provision made for highe1 
rates for certain specialized services 

In return, VA has won its point—over rugged opposi- 
tion by AMA-—-that doctors shall submit both their bills 
and clinical reports to regional offices of the Federal 
agency. Heretofore, the report went to the regional office 


but the bill was forwarded to the intermediary agency, 
in those states where the intermediary system was in use 

South Dakota was the only intermediary state to re- 
ject a contract and withdraw because of VA's insistence 
upon monitoring both bill and case report. California. 
New York, Hawaii, Colorado, North Carolina, Oregon. 
Washington, Wisconsin and Michigan all came in again 
Medical societies of eighteen other states entered into 
letters of agreement, while in twenty-five other jurisdic- 
tions scales of payment of physicians for “home town” 
care will follow VA’s Appendix A schedule-—-WRMS, 
June 28, 1959 
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desensitization 


for 


“lasting immunity 


... easily, pleasantly and economically 


SPECIFIC DESENSITIZATION... 


is easily accomplished, quickly and accurately 
by any physician. Simply scratch test each 
patient by using activated Barry allergens 
to determine what offends the patient. Then 
send a list of these offenders with their 
reactions to Barry for the preparation o: a 
specific desensitization formula which pro- 
motes /asting active immunity. For scratch 
testing your patients, request the specific 
assortment of activated allergens which may 
include foods, epidermals, dusts, fungi, 
bacteria or pollens. A brief history of your 
patient will permit us to select the assortment 
your patient requires. This is a safe, simple, 
time-proven technique and comes to you 
complete with directions for use by your nurse 


* 


write for free literature 


FREE 
For the physician 
Complete HANDBOOK OF ALLERGY 
FOR THE GENERAL PRACTITIONER 
For the nurse 
ALLERGY TESTING, A MANUAL FOR 
THE NURSE ASSISTANT 
Send for yours today 








BARRY LABORATORIES, INC. 


Allergy Division 
DETROIT 14, MICHIGAN 


LASTING ACTIVE IMMUNITY... 


is obtained by desensitizing your patient fur the 
specific irritants to which your patient reacted by the 
scratch test. Each desensitization formula is indi 
vidually prepared for each patient according to his 
own needs based upon the list of irritants that you 
supply and the degree of reaction for each. Specific 
desensitization against irritants such as foods, epider 
mals, dust, fungi, bacteria and pollens immediately 
promotes active immunity lasting longer than any other 
known medication. Each specific treatment is prepared 
in a three vial serial dilution set (20 doses) and includes 
a personalized treatment schedule indicating the 
correct interval to use between injections. For your 
patients that have already been skin tested by any 
means, simply send their list of offenders to the Allergy 
Division. Prompt 7-10 day service on all Rx’s 
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wherever there is inflammation, swelling, pain 


VARIDASE 


Streptokinase-Streptodornase Lederle 


_ Tablets 


Salilidlciaa 

for a fast 

& comfortable 
comebac 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 

the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VARIDASE shortens 

the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary therapy 

previously considered inadequate or failing. 


for routine use in injury and infection 
.new simple buccal route 


VARIDASE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually tor five days. 
When infection is present, VARIDASE Buccal ‘Tablets 
should be given in conjunction with ACHROMYCIN® V 
Tetracycline with Citric Acid. 

Each VaripAsE Buccal Tablet contains: 10,000 Units 
Streptokin ise and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1, Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 


Lederte ) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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FORCE INJURY , VARICOSE 
severe bruises ULCER 


... Swelling \ 


15 years duration 
... Cleared 


: ..- Fesolved with 
by fifth day’ VARIDASE" 


INFECTED 
LACERATION 
marked reversal 
in 3 days... 
returned 

to school... 
Closure advanced’ 


THROMBOPHLEBITIS 


back on his feet 
in a week after 
recurrent episode’ 


INFLAMMATORY 
DERMATOSIS 


rapidly spreading 
rhus dermatitis 
healed within 

a week’ 


REFRACTORY 
CELLULITIS 


normal routine 
resumed after 4 days 
of VARIDASE' 











helping the hypertensive to help himself... 


THEOMINAL R.S. 


Theominal with Rauwolfia serpentina) 


= Gradual but sustained reduction Theobromine 320 mg. 


of blood pressure Luminal® 10 mg. 
Rauwolfia serpentina 


w Mild bradycardic action alkaloids (alseroxylon) 1.5 mg.* 


w Alleviation of congestive DOSAGE: The usual dose of Theominal R.S. is 


headache, vertigo, dyspnea 1 tablet two or three times daily. When improve- 
. Py Or ment has been maintained for a time, the dose 


w Relief from anxiety, excitability, may be reduced or medication suspended occa- 
insomnia sionally until resumption is indicated. 


; SUPPLIED: Bottles of 100 and 500 tablets. 
w Sense of well-being 


* = 0.3 mg. reserpine in activity 


LABORATORIES ~. NEW YORK 18,N. Y. 


Theominal and Luminal (brand of phenobarbital), 
trademarks reg. U.S. Pat. Off 
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Home Care for the Chronically III 
Geriatric Patient 


T were are actually thousands of beds avail- 
able for the chronically ill geriatric patient in this 
state today. 

These beds are in the home. 

Many patients with hip fractures, arthritis, con- 
gestive heart failure, strokes, diabetes and its com- 
plications, cancer, amputations, and others, require 
only a short period of general hospital care. ‘They 
would welcome the opportunity to return home at 
an early date. 

Under the supervision of the family physician, 
an organized home care program can provide the 
following co-ordinated services: (1) nursing; (2 
nutritionist or dietitian; (3) physical therapy, oc- 
cupational therapy, or speech therapy; (4) home- 
maker aid; (5) supplies—-such as hospital beds, 
wheelchairs, walkers, et cetera; (6) social and 
economic help; (7) religious help; and (8) family 
education in patient care. 

The growing number of chronically ill patients, 
the staggering cost of keeping these patients in hos- 
pitals for long periods, and the shortage of hospital 
beds, are the main factors influencing the develop- 
ment of home care programs in many communities 

For over three years, the Home Care Demon- 
stration of the Visiting Nurse Association of De- 
troit has given definitive care to many chronically 
ill geriatric patients in their homes. By bringing 
modern medical knowledge and skills into the home 
through this team approach, many patients have 
been adequately rehabilitated. ‘The number of pa- 
tients cared for, however, is only a small percentage 
of the great reservoir of those afflicted with long 
term illness. 

The Home Care Demonstration has shown that 
efforts in this direction are practicable in the home 
In addition, the Home Care Demonstration has 
shown that these objec tives can be attained at a 
cost approximating 25 per cent of the present-day 
hospital cost. Such a program provides a con- 
tinuity of service between the hospital and the 


establishment of a comparable regime at home; 


Dr. Chapin is Medical Director, Home Care Demor 
stration, Visiting Nurse Association of Detroit 
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provides the enlivening surroundings of home 
which are necessary to strengthen the patient's 
will to get well; is a rehabilitative project aimed at 
the marshalling of community resources for phys- 
ical and psychological retraining of the sick and 
handicapped; provides for evaluating each patient 
individually, and tailoring a regimen suited to his 
own potentialities for rehabilitation. 

The Home Care Program can attain maximum 


self-sufficiency and independence for the patient 
Illustrative Cases 


A seventy-one-year-old lady, with a hip fracture and 
congestive heart failure, was home after fourteen days in 
the hospital. With nursing service, physiotherapy, a nu- 
trition consultation, some adaptive equipment, and the 
education of the family in her definitive care, she wv 
completely rehabilitated in three months 

\ lady, aged seventy-five, who lived alone, was home 
twenty days after her hip fracture. With the nursing 


service care for her decubiti, a homemaker, physio- 


therapy, and som idaptive equipment, she was com- 
pletely able to care for herself less than four months 

A seventy-four-year-old man, with diabetes and im- 
pending gangrene of both lower extremities, was home 
after fourteen hospital d and a bilateral sympathec- 
tomy With nursing servi I otherapy diet evalua- 
equipment, and inten- 


sive training of his wife, | ached maximum self-suffi- 


tion and education, som 


ciency and ndependence 1 few weeks 

A woman, aged sixty-six, with a hemiplegia and dia- 
betes, was home after ¢ n da n the hospital With 
nursing service, a homemal so that her husband could 
dietary instruction, and 


continue to work pn 


some adaptive equipm«e ld accomplish her own 


daily needs after about six 


Conclusions 


There are thousands of beds available for chron- 
ically ill geriatric patients in their own homes. 

An organized home care program shortens the 
hospital stay and brings all the necessary SETVICES 
for rehabilitation and medical care into the en- 
livening surroundings of the home 

The chronically ill geriatric patient can attain 
maximum self-sufficiency and independence in a 


reasonable time and at a reasonable cost 
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Kundig Center 
A Fresh Approach 


7 
K UNDIG CENTER was opened in 1954 as a 
day-care center for old folks. It was thought they 


needed a place where they could meet people of 


their own generation and pass hours of leisure 


Much ol 
the inspiration stemmed from a Robert Mont- 
gomery TV Show entitled, “Such a Busy Day ‘To- 


morrow.” This show portrayed the lonely life of a 


time over the card table and tea cup 


widower in a big city. The man, neglected by his 
own son, was living alone in a downtown area, 
eating his meals in a restaurant and watching “the 
rest of the world go by.” He was sad and de 
pressed. Then he was invited to an activities cente 
and life took on a new meaning. Psychologically 
there was a rebirth and the lonely old man found 
real happiness in his heretofore lonely, miserable 
existence 

I wanted Kundig Center to pr riorm just suc ha 
function. I used an old building in a neighbor- 
hood of old houses and old folks near downtown 
Detroit. In the beginning I opened cach after 
noon of the week. We had phenomenal growth 
and soon had more people than we could accom 
modate. In my mind, this pointed out the real 
need for such a place. As we grew, I observed 
that these old folks had all kinds of social prob- 
lems. Originally Kundig Center was to be a leisure 
time program offering counseling services. When 
the old folks came to play, however, they brought 
all of their problems with them. 

I was determined to find the right kind olf 
Director for my program—one who would listen 
to their problems and then solve them in a prac 
tical way—-one who would have a real sense of 
humor and enduring patience. James McCuish 


filled the requirements completely 


Housing 


One of the most common problems was that of 
inadequate housing for a group of people who had 
about $75.00 a month for both food and shelter 

Since car fare and transportation were real 


difficulties and since the old folks enjoyed oun 
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activilies program, it was only natural that we 
turned to our immediate neighborhood to solve 
the housing problem. We were well aware of the 
institutions available in the community. In fact, 
it was during this evolution of our program that 
Carmel Hall came into being. Our neighborhood 
had many clean and decent rooms within walking 
distance of Kundig Center. The neighborhood is 
made up largely of big, old houses occupied by 
widows or older couples whose children have moved 
to the suburbs. These people do not want to move 
out of their old surroundings and can use _ the 
supplemented income to conserve their property 
These folks appreciated working with a social 
agency in locating the proper pensioners to be 
their roomers. So we began, literally, with one 
‘campus’ dweller—Jerry Casey—and today we 


have seventy persons on “campus.” 


Diet 


he landladies were not interested in boarding 
our residents. To solve this problem we hired a 
cook to prepare three meals a day to be served in 
our centralized dining room. We served plain, 
wholesome food and all of it they could eat. Only 
later it dawned on us that we could control eating 
habits and we began to hear more about “diet” 
and “nutrition” of the older person. We became 
interested and learned much from the volunteer 
advice of a dietitian from Grace Hospital. We felt 
that many of the men and women who turned to 
us for housing and food were undernourished or at 
least poorly fed. They had been trying to cook 
for themselves when they were not able or they 
would) get an occasional meal in a_ cheap 
restaurant. So far the “campus” has a centralized 
activities building, a dining room and _ seventy 


rented bedrooms within a radius of four city blocks. 


Medical Care 


We next undertook the serious problem of 


medical care or health service. All of our clients 
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are medically indigent. Since we were keeping our 
ambulatory residents integrated in a neighborhood, 
we turned to the already existing medical facilities 
in the community, such as the out-patient depart- 
ments of nearby hospitals. My counselor has an 
excellent knowledge of medical resources which 
exist for those who can pay but little, if anything. 
Through the trial-and-error method of develop- 
ment, we finally hit upon the services of the Coun- 
cil of Catholic Nurses. We requested them to 
have a nurse call once a week and make het 
services available to seventy persons in one 
neighborhood stop. We now have Dr. Robert 
McKnight, on a voluntary basis, to supervise what- 
ever medical or health service we give. This is 
not a clinic. It might be called a campus medicine 
chest where a sickly person may go to receive 
proper referral, the early detection of disease and 
treatment of the every-day aches and pains. Our 
doctor visits us bi-weekly and supervises the entire 
part of our medical program. When Dr. McKnight 
is not on campus, the nurse or my counselor may 
consult him by phone. We now have a medical 
record on every campus resident. Since only 
ambulatory clients are cared for on campus, out 
program will never give full medical care to the 
resident. At least we are putting these indigent 
old people in touch with some medical care. We 
also have taken steps toward a positive approach 


through talks on health, diet and safety. 


Other Problems 
This paper will not permit me to go into all of 
the social problems encountered since Kundig 
Center opened its doors as an activities recreation 


center with a full-time counselor. I must mention, 


however, such other problems as lack of prope: 


clothing, family problems, legal difficulties, lack of 
finances and need for someone to bury them. W: 
have practical solutions for these. 

Throughout this article I have used the word 
“campus.” I have done so purposely because | 
believe it is a fresh approach, a new concept in 
caring for the aged. Since it is a brand new idea. 
I looked around for a word that would adequately 
convey my meaning I have chosen the term 
“campus” because it connotes something very 
positive in most of our minds. A campus is a place 
to which we move where we satisfy all of ow 
human needs within walking distance. In a com 
paratively small walking area we find ourselves 
properly housed, fed, and in touch with a doctor 
and nurse. We have a counselor available for 
advice. We find ourselves getting enough exercise 
because we walk outside in the fresh air in carrying 
out our routine of everyday living. We live in ; 
semi-protected environment. We are independent 
and yet not alone. On a campus we learn new 
things; we meet and enjoy new friends; there we 
find security. This is my campus residency pro- 
gram for Senior Citizens offered by Kundig Center 





EXERCISE IN AGING 


(Continued from Page 1452) 


ress or increase of coronary atherosclerosis. Further 
research as to this possibility is in order. 

Thus, in conclusion, it may be said that exer- 
cise of almost any kind, suitable in degree and 
duration for the particular individual concerned. 


can and does play a useful role in the maintenance 
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of both physical and mental health of the aging 
individual but that no hard and fast rules can be 
set, because each person requires individual ap- 


praisal. 


264 Beacon Street, Zone 16 





The Presbyterian Village 


For many years, church organizations have pro- 
vided housing and some of the necessities for older 
people. During the last quarter century the fondest 
dreams and plans of the past generations are being 
fulfilled. In keeping with this progress, United 
Presbyterian Homes for Retired people have been 
built and are in process of construction in different 
parts of the United States. Projects of this type are 
part of the answer to the needs of older people and 
to many of the 225,000 United Presbyterians who 
will be over sixty-five years of age by 1960. Many 
of them provide for their own care with their fam- 
ilies, but some must select a proprietary home or 
even some type of institutional housing. It is evi- 
dent that many of these aging people prefer to be 
identified with a home which is directed by their 
own religious group because it not only provides 
housing and three meals a day, but also allows for 
friendly associations, activity programs and spirit- 
ual satisfaction that is not always found in com- 
mercial and institutional nursing homes. These 
concepts and the need for doing something con- 
structive in providing care for aging people were 
the motivating influences that brought about the 
start of the Presbyterian Village of Detroit in 1945. 

Because of the leadership and foresight of the 
Presbytery of Metropolitan Detroit, sufficient funds 
were raised to purchase forty acres of land from the 
Hoobler estate to start the project. Three acres of 
the land were given as a site for the Village Pres- 
byterian Church of U.S.A., and two acres were 
taken over by the Redford Township Board of 
Education for a school playground. 

The future plans for the village are to develop 
the entire area with a separate building for conva- 
lescent and rehabilitation care and with one-story 
housing of three types: (1) Single dwelling; (2) 
Apartments; (3) Group dwellings with single liv- 
ing rooms. 

The original Hoobler home, a building of early 
American architecture, had a capacity for fifteen 
persons, and was used as the Presbyterian nursing 
home until the first additional buildings were erect- 
ed in 1955 and 1957. Now the apartments and 
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communal type buildings are able to accommodate 
sixty-five residents. The future plans will provide 
for a village population of over four hundred. 

In the roomy well-landscaped area there are 
three buildings each with sixteen rooms, which 
have either a shower or a bath to each room. Each 
building is connected with a common corridor, 
which leads to the dining room, kitchen, and 
lounge. 

There are three apartment buildings and it is 
possible to accommodate two persons to each unit, 
or some may prefer to live as a single occupant. 

The original Hoobler house has been remod- 
eled and is used as the medical center and for the 
arts and crafts activities. The first floor of the 
home has twelve beds and is equipped to provide 
convalescent care for the residents and short term 
nursing care for non-residents. The basement 
houses a beauty salon, quarters for physical medi- 
cine and for the crafts program. 

The Presbytery and the Board of ‘Trustees, 
which are elected from the member churches, are 
responsible for the direction of the management of 
the village. They endeaver to maintain financial 
soundness and this is done by contributions and a 
pay-as-you-go plan. Each Presbyterian Church 
provides a small amount per month according to 
the church membership. This makes it possible to 
provide care for those who are unable to pay full 
costs. Each resident who has complete care in the 
group living arrangement pays a stated amount 
each month for board, room, meals, minor laundry 
and nursing service. Those living in the apart- 
ments pay a nominal rent plus cost of utilities. 
They provide for their own housekeeping and 
meals, but they may arrange to eat in the dining 
hall as often as they wish. 


Activities 


Every prospective resident is carefully consid- 
ered by the admissions committee. It is the desire 
of the board and staff that the applicant be in 
good health so that they may be able to participate 
in the village activities. A well conducted program 
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of activities provides for a healthy state of mind 
so that anxieties do not become a focal point of 
their interests. 

The average age of the residents is eighty-one 
years, the youngest is sixty-seven, and the oldest is 
ninety-five. Some have a limited capacity and de- 
sire to take part in their program of activities. In- 
dividual freedom is always preserved, no one is re- 
quired to participate, but most find satisfaction in 
doing so. Regular instruction is given in some of 


the arts and crafts. Some may prefer current event 


discussion groups, or music appreciation, garden- 
ing, or trips to points of interest. They may go to 
places of their choice and use their own automo- 
biles if they are able to obtain a driver’s license 
Some take vacations for short periods, but we no- 
tice that they always like to come back home. The 
church auxiliaries have their regular scheduled 
programs at the village, thus supplying friendly 
community contacts. 

Spiritual contentment starts long before a person 
is a resident of the village. This is maintained by 
continuing with church affiliations and the regular 
visits of the assigned clergy. 

These are some of the ways that living at the 
village broadens areas of interest, maintains 
healthy attitudes, and provides a sense of belongin: 
to the community. 


Medical and Nursing Care 


Every well conducted project for care of aging 
people must anticipate need for medical and nurs- 
ing care. The successful progress of the congregate 
living type of home depends on the basic health of 
the resident on admission. The initial history and 
physical examination is important, but it is also 
necessary to provide for a maintained interest in the 
health of the individual. The alert nursing staff 
the regular calls by the village physicians, which 
includes physical medicine, completes the conti- 
nuity of medical care. 

In a village-type home, whenever an illness re- 
quires extra nursing care, it is necessary to have a 
convalescent facility available and easily accessible 
Presbyterian Village has such a facility for short 
term and chronic care, and experience shows that 
there is a continuing need for this care. 

The village concept for supplying housing for 
older people is not new. It is a new architectural 
arrangement in the process of development by 
this church organization. It involves similar re- 
sponsibilities which must be assumed when man 
aging multiple-story type homes. 

We believe that better health and satisfactior 
can be maintained by the village-type home for 
older people providing there is compliance with 


all the requirements for complete care. 





MEDICINE’S RESPONSIBILITY TO THE AGING 


(Continued from Page 1454) 


The medical profession must provide good med 
ical care within the means of the older person. 
Otherwise the politicians will take the initiative 
and develop a comprehensive, but less desirable, 
plan of their own. Physicians must recognize the 
need and be willing to co-operate in a desirable 
idea. 


“As we look, then, to the future, the medical 
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profession will have to work with other scientific 
and social agencies in attacking the multiple prob- 
lems caused by the increasing number of older 
people in our population.” Many of these older 
people are looking to us for a desirable plan 
for medical care within their means and we should 
not fail them. 


18605 Birchcrest Drive, Zone 21 





Medical Education in This 
Geriatric Age 


Tue groping of a developing civilization to feel 


better and to explain certain personal physical 
phenomena led to participation in magic and witch- 
craft. The conservation of certain recognized 
values for the preservation of the individual and 
the race brought religion and the effort that was 
to be medicine very close together. Emerging from 
this collaboration has come the profession of medi- 
cine with the avowed and undying purpose to care 
for the ill. Hypocrates said, “I will follow the 
system of regimen which according to my ability 
and judgment I consider for the benefit of my 
patient and abstain from whatever is deleterious 
and mischievous.” 

This oath of Hypocrates became the foundation 
upon which the thinking and conduct of medicine 
was built. The wisdom of this course is testified 
to by the panorama of medicine which confronts us 
today. The absence of major epidemics, the con- 
trol of others and the increasing life span represent 
major accomplishments of medicine. 

It would be a mistake to infer that the subject 
of this paper is entirely new. At the dawn of 
recorded medicine a sketch of the crutch is found, 
indicating primitive attempts to treat the aged and 
the infirm. 

Through the years there were more urgent tasks 
to be dealt with, however, and infant mortality, 
maternal care, and infectious diseases became the 
battleground of progress. The young man going 
into medicine volunteered his services for this kind 
of conflict. His training was largely toward this 
end. Medical care and hospital construction were 
tailored to this need. This was as it should have 
been. 

Let us now consider the impact of the so-called 


’ 


“problem of aging” on medicine. 

In 1955, the American Medical Association 
established the Geriatric Committee of the Council 
on Medical Services. At the first meeting of this 
committee, it was decided that there were prac- 


tically no diseases characteristic of the older group. 


Read at the May-Day Clinic of the Ingham County 
Medical Society, May 7, 1959. 
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It did not follow, however, that the older group 
did not have medical problems. It was felt, how- 
ever, that these problems did not vary significantly 
from the medical problems of people in general. 
Therefore the term “Geriatric” did not express the 
committee’s real field of activity. The object of the 
committee’s interest was the sick older person, the 
frail or fragile older person who was on the verge 
of becoming sick, and the well older person who 
could benefit from periodic health appraisals to the 
extent that by guided exercise and nutrition his 
health could be maintained. 

Therefore, the entire older group came under 
the scrutiny of medical interest. The name of the 
committee was changed by the American Medical 
Association to the Committee on Aging. Since 
health is most always influenced by the environ- 
ment in which the individual lives, this too became 
an integral part of the committee’s activity. The 
older person’s work and working conditions, his 
education, food, exercise, housing, relatives, friends, 
finances, insurance, and retirement were studied so 
that the doctor’s wisdom and experience could be 
used to care for the total patient. 

Today, many other disciplines are becoming 
alerted to needs in this field, disciplines that, by 
virtue of their training, are supposed to take care 
of one or another facet of the problem. Frequently, 
however, due to the enthusiasm of these disciplines 
and the lack of interest and guidance on the part 
of medicine, they become the tail that wags the 
dog. The patient is divided into parts for each 
discipline and the profession which is best trained 
to care for the “whole patient” waits to be con- 
sulted. Modern medicine can no longer sit back. 
The doctor must, from the wealth of his knowl- 
edge and experience, come forward with a positive 
health program. He must learn to use the other 
disciplines by direction and prescription as he has 
learned to use insulin or tranquilizers. He must, 
in addition to caring for the needs of individual 
patients, contribute his share toward the solution 
of the total health problems of his community. 
Finally, since medical care has become such an 


JMSMS 





MEDICAL EDUCATION IN THIS GERIATRIC AGE—SWARTZ 


important subject for labor, management and 
political conversation, he must be prepared to enter 
the political arena to represent and defend the 
rights and privileges and health of the people. No 
one is better prepared than the doctor to do this. 

To accomplish these results we need more doc- 
tors and this leads us to a re-appraisal of the 
position of medical education. 


The needs of the older person, the care of the 
chronically ill or disabled and the problems of re- 
habilitation indicate how urgent the review of 
medical education has become. Some medical 
deans deny the existence of any significant problems 
of aging. Chronic disease and disability are all too 
frequently considered the result of degeneration 
for which there is no remedy. The idea of re- 
habilitation has yet to penetrate the medical and 
surgical services of some large teaching institu- 
tions. One wonders if it is not time for the pre- 
cepts and methods of medical education and the 
professional educator to be scrutinized and tem- 


pered by consultation with the private practitioner. 


In the recent past, Russia put the world’s first 
satellite into orbit. The resultant hue and cry 
concerning the shortage of engineers, physicists and 
mathematicians shook our educational system to 
its very foundation. This need, coupled with the 
requirements of industry for bright young men, is 
giving medicine some telling competition. Dr 
Perren Long, Chairman of the Department of 
Medicine, State University of New York, pointed 
out that in 1950 and 1951 40 per cent of the stu- 
dents accepted for medical school had “A” 
scholastic records in college. Between 1955 and 
1956 only 15 per cent had “A” records. Dr. Long 
further states that this decrease in “A” students 
means that 7,000 fewer “A” students have been ad- 
mitted in the past five years to medical schools and 
that such a loss may® well be felt in the quality of 
teaching and research in the next decade. 


According to the House Interstate and Foreign 
Commerce Committee, 907 foreign doctors entered 
the United States in 1955. This number about 
equalled the number of graduates of ten American 
medical schools. A stream of this size, if con- 
tinued for long, will dilute the ideals and philo- 
sophy of American medicine. 

Dean W. D. Rappleye of the faculty of medicine 
of Columbia University made the following state- 
ments in regard to the service of foreign trained 
interns and residents: 
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“At the present time over 25 per cent of the house 
staffs in the hospitals of the United States are alien. The 
percentage in a few states is over 50 per cent. It has 
been recently reported that between 5,000 and 6,000 
foreign trained physicians will enter the country this 
year compared with a total of 6,977 graduates from al! 
American medical schools. Most of the foreigners will 
be graduates of unapproved medical schools. In many 
sections of the country there are now two classes of citi- 
zens as far as medical services are concerned, those cared 
for by physicians who have had a satisfactory preparation 
for medical practice and those cared for by physicians 
who are graduates of substandard medical schools.” 


The Council on Medical Education in Hospitals 
of the American Medical Association made the fol 
lowing statement with respect to the existence of an 
overall physician shortage in its report of 1954 
1955: 


“No one will deny the fact that with a constantly 
growing population and with the ever-increasing health 
consciousness of the nation there will be a constant and 
continuous demand for increased numbers of medical 
personnel and this will necessitate new medical schools 
and possible augmentation of faculties and faculty per 
sonnel of those now in existence.’ 


Some of the specific needs for physicians are a: 


follows: Physicians are needed in medical special 


ties, in governmental and institutional program: 
and in rural areas. In the testimony before th: 
Committee on Interstate and Foreign Commerce 
it was indicated that the nation needed between 
7,000 and 12,000 additional psychiatrists. A 
shortage of 1,720 physicians has been reported by 
full time local health departments. This survey 
indicated that’ 849 of these departments needed 
additional physicians to meet the minimum stand 
ard of a public health physician per 50,000 of 
population or at least one public health physician 
for each local health unit. In October, 1956, 
there were 119 vacant budgeted positions for 
physicians reported by the United States Publi 
Health Service. The unfilled budgeted vacancies 
for positions in veterans’ hospitals and outpatients’ 
totaled 356 as of December 26, 1956. On March 
31, 1956, the Veterans’ Administration reported 
that it required 364 additional psychiatrists. The 
medical schools reported 251 unfilled faculty 
positions in 1955 to 1956. Rural areas’ have had 
to go to unusual ends in order to try to find 
medical attention for their people. 

Dr. Vernon W. Lippard, Yale University School 
of Medicine. said that 25 new medical schools will 
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be needed by 1975 to provide 2,000 more physicians 
annually. This would only be enough to maintain 
the present physician-patient ratio. 

Mr. Alan Gregg writing in the Scientific Ameri- 
can in September, 1951, attempted to assay the 
need for doctors. He maintained that the shortage 
of doctors in the future would be determined by 
the services they would be expected to perform. 


He goes on to Say: 


“Medicine has much more to offer today than it used 
to have. A Harvard biologist chemist, Lawrence J. 
Henderson, once remarked that somewhere around 1910 
the progress of medicine in America reached the point 
where it became possible to say that a random pa- 
tient with a random disease consulting a physician at 
random stood better than a 50-50 chance of benefiting 
from the encounter. In the forty years since then, the 
chances have improved a good bit beyond that. The 
14 million Americans who served in the military forces 
in World War II were given a notable demonstration of 
how far medicine had progressed. Among our military 
personnel during that war there were only six deaths 
from diseases per year for every 160 such deaths in 
World War I, 250 in the Spanish American War and 
650 on the northern side in the Civil War. To turn to 
an example from civilian life, Chicago twenty years ago 
had 6,012 reported cases of diphtheria with 513 deaths 
while in the last year 5 cases were reported with no 
deaths. The more doctors can do for people, the larger 
becomes the demand for medical services. We are 
thinking now not in terms of demand for medical care 
but in terms of need for medical care. It is suggested 
that the unrecorded need far exceeds the recorded de- 
mands. In the decade from 1940-1950 we added 19 
million to our population. At the current ratio of one 
doctor to 850 civilians this population increase alone 
would call for 23,000 more doctors than we had in 
1940 and the need may continue to rise at a comparable 
rate in the coming decades as our population continues 
growing. The enlargement in enrollment in the medical 
schools which has taken place in the past to the extent 
of about 1,000 per year for the nation could not possibly 
provide the number of new physicians that are needed 
by the growing population, that is, at the ratio of one 
doctor to 850 civilians.” 


Between 1955 and 1956, there were 14,937 ap- 
plicants for medical school of which about one 
half were accepted to fill the freshman classes to 
capacity. The Association of American Medical 
Colleges has stated that while some existing schools 
with enlarged facilities might be able to accept 


additional students, increased capacity for training 


medical students must be brought about primarily 
by the establishment of new schools. By 1965, the 


number of applicants to medical schools will have 
increased to 21,837. The ratio of applicants pet 
100,000 population as of 1955-1956 was 8.7 ap- 
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plicants from the continental United States while 
the training capacity per 100,000 population as of 
1955-1956 was 4.6. 

In estimating the need for doctors in the future, 
there has been no reference to the medical needs 
in the field of politics. We do not mean the ap- 
pointive jobs, but the elective and policy making 
ones. Such jobs are vantage points from which 
medical men can advise and influence the elector- 
ate. Among the signers of the Declaration of In- 
pendence, there were five physicians. Since that 
time the profession’s interest in this important side 
of American life has been neglected. The voice 
and thinking of a thousand medically trained in- 
dividuals scattered through the state and the na- 
tional government would surely have a beneficial 
effect. 

To avert disaster, to stave off medical eclipse at 
home and abroad, to safeguard the high standard 
of American Medicine and American Institutions, 
to protect and serve the American People in their 
health needs, and to furnish adequate facilities for 
the host of sorely needed medical students, we be- 
lieve that a newly conceived and a newly dedicated 
idea of medical education must be created and 
given the opportunity to provide new and fresh 
stimulus to medical education. 

From the viewpoint of the family physician and 
with apologies to the medical educator, the fol- 
lowing framework for a new medical college is 
humbly submitted. 

This hypothetical college of medicine would 
have a campus of its own. The college would be 
made up of all the classes of the premedical stu- 
dents, the medical students proper, the graduate 
students and fellows in medicine and surgery, the 
intern and resident staff of the college hospital, 
the part and full time instructors and professors of 
the premedical and medical science courses, and the 
part and full time instructors and associates who 
would be necessary to round out a complete medi 
cal unit. 

This type of organization would change the 
character of the work of the committee on ad- 
missions. High School Students with above aver- 
age grades and with good personality potentials 
would be admitted. During the first two years 
teaching, molding and testing could be carried on 
so that the better candidates could be selected to 
continue in medical courses and specialties, while 
the others could be counseled to change their 


courses. 
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By eliminating summer vacations, it would be 
possible to give the complete work for a bachelor 
degree in three years. Dr. Osler said, “The hardest 
conviction to get into the mind of the beginner is 
that the education upon which he is engaged is not 
a college course, not a medical course but a life 
course for which the work of a few years under 
teachers is but a preparation.” 

All the scientific subjects required of the pre- 
medical student would be given on the campus of 
the medical college. Subject matter in the basic 
sciences would not be abbreviated but would be 
taught as fully as in any such course presently 
offered by universities. However, their implica- 
tions and connotations relating to medicine would 
be specifically emphasized. Part of this premedical 
scientific preparation would be the immediate 
follow-through. The student, with newly learned 
principles well in hand, would be conducted to the 
hospital and clinic where he could witness these 
principles in action. During the approximately 
three years of premedical preparation, he would 
live on the same campus with the medical students, 
interns, residents, and other medically orientated 
individuals. He would begin to get the feel of his 
profession immediately after leaving high school. 
He would, as it were, live, eat and sleep within 
the discipline. There would be no effort made 
however, to divorce him from the atmosphere of 
the ivy covered towers of classical education. He 
would be encouraged to participate in this part of 
college life also, because many of his later successes 
in medicine will depend upon his understanding 
of humanity and its needs rather than upon 
scientific medicine. 

Mason Pusey, President of Harvard University, 
has this to say: 


“The doctor has become more than a doctor. He is a 
doctor and sociologist, scientist and humanist, investi- 
gator and administrator, psychiatrist, wise man, philo- 
sopher and friend. And more perhaps than these. What 
is sought today is not the stuffed head but the broad 
interest and awareness and with these an informed in- 
quiring mind.” 


The basic sciences of medical education would 
also be re-organized. The usual courses in anatomy, 
histology, physiology and chemistry as well as 
pathology and bacteriology would be woven to- 
gether into a mosaic that would teach system 
anatomy, chemistry, physiology and pathology. 
This would mean that the student would have for 
his subject matter for a period of a week or two 
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one division of the body, during which time he 
would study the anatomy, histology, chemistry, 
physiology, pathology and possibly bacteriology of 
that division. As he pursued this subject, he 
would be taken over with the upper classmen to 
see certain pathological features in order that he 
might fit his immediate basic knowledge into the 
medical curricula which he would be following in 
the near future. 

At the same time the teaching of some of these 
basic courses would be revised so that long hours 
spent over the microscope would be largely elimi- 
nated. Much of anatomy, histology, pathology 
could well be taught by colored slides. Only a few 
specialists actually continue to use the microscope 
to any extent in later life. Anyone of the under- 
classmen who might have an idea that he was 
planning to specialize in surgery could take a 
longer specialized anatomy course. Anyone who 
thought he might be a pathologist or a bacterio- 
logist or an anatomist could take the longer course 


in this respective field which would train him in 


the use of the microscope. But the average prac- 


titioner, the family physician, would not need such 
detailed courses. If at the time of his medical 
training he was not quite sure in which area he 
would be specializing, he could take this matter up 
when he came back to the hospital for specialized 
resident training. 

This modification of curricula and the full year 
training schedule ought to bring, in three years of 
medical training, a very well trained, strongly 
oriented candidate for an M.D. degree. 

At this point we would suggest that awarding 
of the M.D. degree, much like the Ph.D. degree, 
depends to some extent on the solution of an 
original research problem. There is nothing that 
tries the ingenuity more or crystallizes the thinking 
processes better than to go through a research 
procedure. This can be accomplished at any time 
during the medical college course. 

This type of medical student would have a 
bachelor of science degree at the end of the first 
three years. He would have a bachelor of medicine 
degree at the end of three more years. Upon the 
completion of recognized internship, an M.D. de- 
gree would be granted. 

The type of hospital facility that would best fit 
into this modern type medical school would be a 
well equipped small acute hospital unit which 
would be operated in the immediate vicinity of a 
much larger chronic hospital or dormitory type 
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unit. This would have in connection with it a 
rehabilitation center. Also in the immediate vicinity 
kut somewhat removed from the acute hospital 
would be the convalescent home and the home for 
the aged. This entire unit would constitute the 
facilities used for teaching of the medical student. 
Patients for this unit would come on a referral 
basis from the doctors of Michigan and nearby 
states. Needless to say, this type of hosiptal or- 
ganization would be functionally constructed and 
would freely use the intensive care and recovery 
room ideas. 

The internship offered in this type of institution 
would follow the traditional lines so far as we 
know at the moment, but would also be flexible 
enough to fit into any modification that modern 
training might demand. 

Because this type of institution would be getting 
the doctor through the medical school at a younger 
age, and because we feel that some seasoning and 
maturity improves the usefulness of a specialist, 
at least two years of general practice in a small 
community is suggested before specialized educa- 
tion would be allowed. 


This would give this type of medical college an 


opportunity to make an arrangement with smaller 


communities to provide them with medical 
services of a continuing character. This could 
be done by asking the community to build a 
small house and office and equip it. Then the 
medical school would take the responsibility of 
keeping a young man there two or three years at 
a time for which he would receive a percentage of 
his collections after enough was taken out to pay 
off the community’s investment. In order to give 
this young doctor support in his community work, 
a team of consultants could make trips at regular 
intervals to see his problems and to help continue 
his instruction. Also he would be invited to send 
his major difficulties back to the hospital for treat- 
ment. After several years of this type of experience 
he would be allowed to return to the university 
center if he wished further instruction in any 
specialty that he might choose. 

We would like to point out that we have taken 
a rather serious and critical view of medicine and 
its needs for the future. Although not quite as 
dramatic as the Sputnik to engineers and physicists, 
the impact of the problems of aging and of re- 
habilitation have given rise to the urgency for a 
prompt solution for the problems of medical edu- 
cation. 
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In this state, the present medical schools have 
publicly admitted that they are over-extended and 
that the state needs a new medical college. Several 
surveys of the state have revealed the opinion that 
probably the time was not quite right for this 
venture. Most of these surveys, however, seem to 
limit the concept of service of this type of new 
medical school to the State of Michigan. This is 
not the design in mind. This type of medical 
school would serve a region rather than a state. 
If there are to be twenty-five new medical schools 
in the United States, it would seem that the great 
growing State of Michigan should be well repre- 
sented in this area. So far as I am able to learn, 
Michigan has been a debtor state from the stand- 
point of health ever since it has been a state. The 
University of Michigan Medical School and Wayne 
University College of Medicine combined, gradu- 
ated a total of 1,900 persons from 1940 to 1949. 
From 1940 to 1949 the Michigan State Board of 
Registration of Medicine approved a total of 3,815 
applicants to the practice of medicine in Michigan. 
Of the 2,663 physicians in the eighty-two counties 
outside of Wayne County, 45 per cent are gradu- 
ates of medical schools located in the United States 
outside of Michigan. This difference between pro- 
duction figures and need would actually support a 
new medical school graduating one hundred new 
students every year. There is not much doubt 
that the need exists and if not locally, then cer- 
tainly on a national scale. By starting now with 


the perfection of basic plans, a new medical school 
could be in full operation in four years and gradu- 


ate its first class in five years. The success of this 
idea would depend upon: (1) The development of 
the premedical school along the lines indicated so 
that in two years it could fulfill its part as outlined: 
(2) the necessary campus and buildings; (3) the 
necessary faculty (utilization of retirees from Har- 
vard, University of Michigan, and the Mayo Clinic 
could do the job nicely to start with); (4) about 
100 four-year-loan funds for medical students. The 
loan funds might be obtained from business firms 
doing business in Michigan. These would be used 
as follows: Two years from now we would ask 
fifty medical schools to admit two extra students 
every year for three years for which we would 
provide the loan fund. At the end of three years, 
all our preparations being complete, these 300 stu- 
dents would come back to the parent college and 
the school would emerge and fulfill its program in 


the first year of operation. 
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In summary then, but not in conclusion, we 


have presented a brief, incomplete plan for a new 


medical college. If this plan is so unconventional 
as to be radical, it is due to the climate created 
by that great Medical Sputnik, the so-called “Prob- 
lems of Aging.” This phenomenon is trying to re- 
mind us of Voltaire’s statement, “Men who ar 
»ccupted in the restoration of health to other men 
by the joint exertion of skill and humanity are 
above all the great of the earth. They even partake 
of divinity since to preserve and renew is almost 
as noble as to create.” This phenomenon is also 
trying to warn us that this mantle is about to be 
torn from the shoulders of medicine if we who are 
a part of it do not mobilize behind a forward 


looking program and meet the challenge. 
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COMMUNICATIONS 


One of the most difficult problems facing or- 
ganized medicine today is the matter of distribut- 
ing information within the profession. The pas- 
sage of ideas from the grass roots to the American 
Medical Association and, in turn, the distribution 
of news from the summit to the individual doctor 
at times seem to be full of frustrations. Yet, it is 
not surprising that the individual doctor has 
trouble in keeping abreast of the social-economic 
changes that swirl in ever-increasing rapidity about 
his person. Each doctor is interested in his own 
practice; each has different interests in medicine: 
each is busy and finds it difficult to keep informed 
of the scientific changes, let alone those that have 
to do with the business and social-economic side 
of medicine. 

We are going through a period of great change 
in the philosophy of prepaid medical insurance. 
The profession has sold the general public on the 
desirability of prepaid medical insurance. They 
are going to continue demanding it and purchasing 
it. But the scene is changing rapidly and many 
of the changes are not at all understood or studied 
by the individual doctor, mostly because of the 
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failure of information to reach him in a concise 
form or his inability to find time to give it his full 
attention. Physicians should have in mind and 
search diligently through certain publications for 
the trends which are taking place as they are re- 
ported. Each issue of the Journal of the American 
Medical Association and the editorial pages of the 
Journal of the Michigan State Medical Society 
should attract his attention. Committee actions 
and proceedings of the Council of the Michigan 
State Medical Society are published in the Jour- 
nal. The president of the Michigan Medical Serv- 
ice is sending each doctor a letter frequently: and, 
from time to time, our own Oakland County 
Bulletin carries important items that should inter- 
est the doctor. 

Never before in the history of organized medi- 
cine has the dissemination of information to the 
profession been so important as it is now. Individu- 
al doctors can not act alone. Collective action is 
called for. An informed. profession can act to- 
gether successfully——Harotp A. Furtonc, M.D.., 
in The Bulletin, (Oakland County Medical So- 
ciety), March, 1959. 
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A Comparison of Sanitariums 
and Psychiatric Units in 
General Hospitals 


T HREE types of facilities exist today for the 
patient in need of hospitalization for emotional ill- 
ness. Of these, the largest group, the giant com- 
plexes of governmental mental institutions, city, 
county, state or federal, has created the greatest 
attention, has been most widely studied and falls 
outside of the realm of this discussion. The topic 
will be the field of the private psychiatric hospitals. 
Such hospitals must adopt for the very justification 
and goal of their existence the attitude that “There 
is no excuse for the private psychiatric hospital 
unless it aims to provide better care than can be 


' It must 


provided in a public psychiatric hospital.” 
be assumed that hospitals of this nature have some- 
thing more to offer than the public institutions as 
proven by the pragmatic fact that they do exist. 
Even in this special field, however, heterogeneous 
as it is, there are two major divisions: the Sani- 
tarium, that is, the autonomous, self-contained and 
independently operated private hospital, and the 
Psychiatric Unit, which forms an integral part of a 
larger General Hospital, and which also deals with 
illnesses other than the emotional. If the question 
is asked whether one is preferable to the other, 
strong opinions are likely to be expressed, at least 
on one side. Dr. D. Ewen Cameron stated that 
“The nature and functioning of this singularly 
effective tool which we have developed, namely the 
psychiatric division of the General Hospital, re- 
quires our closest attention and most continual 
inquiry for it would seem that it is destined in the 
immediate future to be the primary and ultimately, 
perhaps the only area of hospitalization of all pa- 
tients seeking psychiatric in-patient care.” There 
is, however, on the part of the individuals associ- 
ated with Sanitariums, serious doubt as to the 
validity of this statement and the future of the 
private psychiatric hospitals cannot be so easily 


dismissed. 


Presented at the Annual Meeting of the Central Neuro- 
Psychitaric Hospital Association in Chicago, March 20, 
1958. 

From The Haven Sanitarium, Inc., Rochester, Michi- 
gan. 
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A word about the development of the facilities 
under scrutiny. Our mental hospitals were all 
sired, to use the biblical phrase, in sin, the sins 
committed by unknowing and unthinking minds 
toward fellow humans in almshouses, poorhouses 
and asylums. It was only when custody function 
gave way to treatment that real hospitals for the 
emotionally ill began to exist. Even after this the 
stigmata and generally poor conditions of such 
institutions plus the fact that they could not care 
for illnesses of a less severe, or at least less obvious 
nature, created a need for private centers. The 
General Hospitals pioneered and were the first to 
fill the need in the United States. The opening of 
the first psychiatric service in the Philadelphia 
General Hospital in 1732 was the beginning of 
private hospital care for emotionally ill patients 
on an organized basis. Other General Hospitals 
followed suit and then in the nineteenth century 
the Sanitariums came into being with the opening 
of hospitals such as the Institute of Living, Brattle- 
boro Retreat and Butler Hospital. Our purpose is 
not to trace the entire history of the expansion and 
progress of these institutions. It is enough to state 
that through existing need for private hospitaliza- 
tion the number of Sanitariums grew rapidly, par- 
ticularly in the present century. At the same time 
and at an ever increasing rate, as custodial care 
changed to active treatment and as the acceptance 
of the psychiatric patient and psychiatric therapies 
increased among the medical profession, Psychiatric 
Units were added to General Hospitals. The 
figures are astounding. From nineteen hospitals 
having such units in 1900, the jump was to 584 
with 25,000 beds in 1954, the vast majority having 
been added since the second World War. Of 
interest is the fact that in 1954, 584 units in 
General Hospitals reported an average admission 
of about 450 patients for that year while 176 pri- 
vate hospitals admitted an average of 350 patients 
for the same period. According to this, in 1954, the 
General Hospitals took care of over one-half of all 
mental admissions in the United States. 
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On the other side of the ledger is a recent esti- 
mate that private psychiatric hospitals, that is 
Sanitariums, although they have only 3 per cent 
of the total hospital beds, account for 25 per cent 
of the annual admissions to all mental hospitals.’ 
The significance of these data is self-evident. 

How then do these two types of treatment cen- 
ters differ and what are their relative merits? As the 
individual advantages or disadvantages are dis- 
cussed, it must be remembered that many of the 
points to be mentioned do not necessarily apply to 
an individual hospital; however, they are an at- 
tempt to summarize the major points of departure. 

Historically, the General Hospital Psychiatric 
Unit was first. One might speculate as to why this 
was so. It was felt, no doubt, to be far easier and 
much more economic to add new wards or to con- 
vert existing wards in an already established hospi- 
tal than to build an entirely new one. The admin- 
istrative and executive machinery was already set 
up, many existing departments and functions did 
not have to be reduplicated. Non-medical and 
some medical supplies were already available and 
as a result the per diem cost was less. There was 
easy accessibility for non-psychiatric medical con- 
sultation and the hospital was usually centrally lo- 
cated so that it was accessible to both physicians 
and patients. Further, there was less stigma at- 
tached to entering a General Hospital, even for 
psychiatric treatment, than in entering a Mental 
Hospital, public or private. 


These factors are still valid today and, as a mat- 
ter of fact, represent some of the major advantages 
of the General Hospital Psychiatric Unit over the 
Sanitarium. They are, to repeat, ease of adminis- 
tration, economy, greater accessibility, and greater 
public acceptance. One can enumerate further 
Most of them, particularly as it 
applies to Blue Cross, give the patient better in- 


advantages. 


surance coverage. This regrettably represents the 
medical profession’s unrealistic and obsolete atti- 
tude toward psychiatric problems. Attitudes are 
also reflected by the fact that these facilities are 
often given better local support, partially due to 
the fact that their patients are drawn from the local 
community, than is true in the Sanitarium. There 
is of necessity closer co-operation of psychiatrists 
with non-psychiatric physicians and as such a bar- 
rier is removed in the better understanding of emo- 
tional problems. Since such units can and often do 
function as diagnostic and sorting stations, a quick 
turnover may result and hence a larger number of 
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patients can be cared for annually. This is not, 
however, reflected by statistics; as a matter of fact, 
in 1954 Psychiatric Units showed 10.6 admissions 
per bed while Private Hospitals had 12.2 admis- 
sions per unit.* So, although the potential for 
quick turnover exists, it is actually greater in the 
Sanitariums. 

Nothing has been said so far of the actual direct 
patient treatment or patient-staff relationship. It is 
in this area that the Sanitarium has its major ad- 
vantage. Except for consultants, the staff consists 
almost exclusively of a homogeneous group of spe- 
cialists both in its professional and non-professional 
components. Thus the psychiatrist does not find 
himself in a secondary staff status nor does the pa- 
tient run the danger of being discriminated against 
by staff or fellow patients because of his emotional 
illness. The staff and administration tends to iden- 
tify itself more closely with the hospital as related 
to its special patients and their special problems 
Administration becomes more flexible and there is 
much greater room for independent action for non- 
psychiatric policies. This is reflected in the rela- 
tive ease with which changes can be made in 
treatment policies and other hospital activities. As 
far as treatment facilities are concerned, the struc- 
ture and environment of the Sanitarium is de- 
signed for the specific needs of mental patients. 
Hence, there tends to be less of a “hospital atmos- 


phere.” This is also often true when a Psychiatric 
Unit in a General Hospital consists of a separate 
building; it is not true, however, in the Psychiatric 


Ward set-ups. 

Unfortunately, in many General Hospitals the 
psychiatric service is still considered a minority 
unit. It is often set up as a sub-department of 
Medicine or Neuro-Surgery, or actually becomes a 
combination Neuro-Psychiatric section. This, of 
course, does not recognize the fact that the psy- 
chiatric patient is decidedly different in his needs 
from other hospital patients and it is the very basis 
for the often decried but still prevalent tendency to 
provide excessive security measures. 

Generally the Sanitarium has more extensive 
ground facilities and the patients have better 
ground accessibility. Because of this, a more sound 
basis for occupational and recreational therapy is 
provided. Because of the homogeneous structure, 
attitude therapy is more effectively carried out and 
definitive treatment can be more easily adminis- 
tered. A natural result of this is better staff edu- 
cation and closer supervision of the actual work 
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done by the psychiatrists. The very nature of the 
Sanitarium also tends to discourage non-qualified 
physicians from treating patients therein. Since 
Sanitariums have more full time specialists than 
General Hospital units, an intensive twenty-four- 
hour treatment program by each patient’s individ- 
ual doctor is more easily managed. 

A point needing particular emphasis is the un- 
conscious and, in most instances, undesirable tend- 
ency, of a hospital to further regression in its men- 
tal patients. 

It becomes so easy to unwittingly infantilize the 
patient and the treatment program. Many points 
might be mentioned, but space permits only the 
enumeration of an essential one. There is great 
temptation to be pressed (by the patient’s wishes 
and the physician’s own need to please the pa- 
tients) toward turning the hospital into a hotel. 
All desires are catered to, the demands of reality 
are shelved, at least temporarily, and the patient 
for all practical purposes leads the life of a small 
child. On the other hand the reverse may be true; 
the hospital can become autocratic and unyielding 
like a stern parent and as such again causes further 
regression and complicates the resolution of prob- 
lems in the patient. As in the education of chil- 
dren, a limit has to be found which is neither so 
narrow as to be restricting nor so wide as to be 
unrealistic and insecurity provoking. This limit 
must also be somewhat flexible so as to be capable 
of adjustment to the individual patient. 

A lot more work has to be done on this subject, 
but if equal awareness of this problem is present in 
a Sanitarium and in a General Hospital, this ma- 
lignant trend, that of abetting patient regression, 
can be more easily reversed in the Sanitarium. 

Generally speaking then, a Sanitarium has the 
advantage of having the greater possibility of the 
two units under consideration to develop and carry 
out uniform and definitive treatment policies and 
goals. It is, in other words, more flexible and more 
easily adaptable. This, incidentally, is also a ma- 
jor advantage which the private hospital enjoys 
over the Public Hospital.* 

It seems valid to conclude that there is sufficient 
need in our present society for both Psychiatric 
Units in General Hospitals and Sanitariums. Each 


can fulfill a useful function in the attempt to rec- 
tify mental illness. The Psychiatric Unit of the 
General Hospital is ideally suited to being a re- 
ceiving, active short-term treatment, and distribu- 
tion point. If it could be designed and staffed with 
this purpose in mind, and if it could work in close 
conjunction with treatment centers equipped to 
deal with patients on a more long-range and inten- 
sive basis, that is the Sanitariums and Public Men- 
tal Hospitals, it could become the hub from which 
spokes run to these other facilities. They in turn 
could handle those cases which are not really suited 
to treatment in General Hospitals. Many illnesses 
such as acute panic states, conversion reactions, 
and even depressions might be treated, improved, 
and quickly discharged. Other more severe illness- 
es would then be transferred to appropriate institu- 
tions. It would be something like the handling of 
battle casualties during the Second World War. 
Every case went to a Batallion Aid Station, and if 
necessary from there to an Evacuation Hospital. 
Diagnoses, often provisional, were made and minor 
injuries were treated on the spot and sent back to 
their outfits. Others who needed more compli- 
cated and longer treatment were sent on to more 
specialized hospitals. This comparison is not in- 
appropriate; are our mentally ill not really casual- 
ties in the battle of life? Our modern society is 
one of organization and specialization. Why 
should the pattern of psychiatric hospitals not be 
integrated into this situation? There is no need 
for General Hospitals and Sanitariums to com- 


pete for the psychiatric patient, both have a useful 


and necessarv function to fulfill. Both need con- 
stant re-evaluation and progress in the service of 
further developing scientific therapeutics and dy- 


namic expansion for the good of our patients. 
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Present Status of Neurosyphilis 
in a Large City Hospital 


Tue recent report of an outbreak of primary 
syphilis has renewed interest in the clinical detec- 
tion of this disease in the United States.* Our 
experience with neurosyphilis at the Detroit Re- 
ceiving Hospital has caused us to wonder if neuro- 
syphilis may also be on the increase or if relapses 
are occurring from previously treated cases. Such 
considerations have promoted this study. 

According to a recent survey by the United 
States Public Health Service, there are two million 
or more people in the United States requiring treat- 
ment for all types of syphilis.2 The total number of 
reported cases of syphilis in all stages has risen for 
the second successive year.** In 1955, the total num- 
ber of reported cases of all types of syphilis was 
122,075; in 1956, the figure had risen to 126,219; 
and in 1957, 135,542 cases were reported. The 
1957 data show an increase primarily in late and 
late latent syphilis. Although penicillin therapy 
has now rendered neurosyphilis a relatively rare 
disease, a significant number of cases are still en- 
countered clinically to warrant consideration by 
the general practitioner, the internist and the neu- 
rologist. Untreated neurosyphilis has a grave prog- 
nosis, resulting in death or severe disability in the 
vast majority of cases.° The institution of penicil- 
lin therapy early in the course of neurosyphilis has 
now been provn to be curative.*® Hence, it is still 
important for the physician to recognize neuro- 
syphilis in its early manifestations. 

We wish to report our experiences with ten cases 
of neurosyphilis encountered in a six-month period 
on the neurological service of Wayne State Uni- 
versity, College of Medicine and the Detroit Re- 
ceiving Hospital. 

Six of the ten cases were found to be active, 
two were considered inactive, but had been inade- 
quately treated for primary or latent syphilis. The 
remaining two were inactive or had received ade- 


From the Department of Neurology, Wayne State 
University, College of Medicine, the Detroit Receiving 
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quate treatment for “latent syphilis” although ap- 
parently the presence of neurosyphilis had not 
been previously recognized. Because this repre- 
sented a relatively large number of active cases 
for a six-month period, we have explored various 
possible explanations for such a high incidence. 
Statistics for the City of Detroit failed to show any 
significant increase in the incidence of all cases 
of syphilis reported since 1953. Serological tests 
for syphilis done routinely on all new admissions 
at the Detroit Receiving Hospital for the year of 
1957 revealed positive results in 7 per cent. This 
figure has not deviated significantly in the past 
ten years. We have concluded that the reservoir 
of primary cases of syphilis has not significantly 
increased, but a small number of cases of latent 
syphilis escape early detection and others may have 
received inadequate therapy at the time of their 
primary infection. It is possible, but unlikely, that 
some of the cases reported here may be due to 
re-infection. 


Clinical Material 


Ten cases of neurosyphilis were diagnosed for 
the first time by the neurology service at the De- 
troit Receiving Hospital during routine consulta- 
tion for a six-month period between October 1, 
1957 and April 1, 1958. All patients had been 
residents of the Detroit area for ten years or longer 
and had not recently migrated from other parts 
of the United States. Six of the patients were 
white and four were negroes. All but one were 
men and all were of the lower socio-economic 
group (Table I). Seven of the ten persons re- 
ported a history of venereal disease. A primary 
lesion had been recognized previously in six of 
those patients and the other patient reported that 
he had had gonorrhea and was treated with “hip 
shots.” Of the three remaining, two (Cases 4 
and 6) were unable to give an adequate history 
because of dysphasia and dementia. Case 4 was 
known to have had a negative blood serology nine 
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years earlier. In the remaining case, it is assumed 


that no primary lesion was observed or that a his- 


tory of venereal disease was purposely concealed. 


TABLE I. HISTORICAL DATA IN 
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two of them were considered to be active (Cases 
Mental 
paranoid ten- 


and 10), and one inactive (Case 7). 


changes included disorientation, 


TEN PATIENTS WITH NEUROSYPHILIS 





Case | Sex Activity* Diagnosis 


| Male 1942 
| 1943 
| None 
| None 


Paresis 

Paresis 

Paresis 
Meningo-vascular 
Me »ningo-vasc ular 
Meningo-vascular 
Tabes 

Tabes 


| Inactive 
| Male Active 

| Male | Inactive 
| Male Active 
Male Active 

| Male Active 

| Female | Inactive 
| Male | Inactive 


1+ Qh 


None 
| 1925 
1914 


on 


Male | 
| Male 


1931 
None 


Tabes 
Tabes 


Active 
Active 


*As judged by C.S.F. Criteria. 
Signs and Symptoms 
In the series of cases reported here, the most 
valuable clinical sign in the detection of neuro- 
syphilis has been Argyll-Robertson pupils (Table 
IT) 


sical clinical sign should seldom be confused with 


Provided diabetes can be excluded, this clas- 


TABLE II. CLINICAL SUMMARIES IN 


| Primary Lesion 


(gonorrhea) 1927 


Reported date uncertain | 


Duration 
Present 
Symptoms 


Previous 


Reported Treatment 


Penicillin 1942 
Penicillin 1943 
Heavy metal 1927 
None 

None 


Two years 

| One year 
Three months 

| One year 
Three days 

| None Two weeks 
Heavy metal 1925 | Seven years 
Heavy metal 1916, 1926. | Ten years 

penicillin 1949. 

| Heavy metal 1931 

None 


One week 
Ten years 


lack of insight, 
In addition, three 
patients showed evidence of dysphasia all of whom 


dencies, perseveration, euphoria, 
irritability and gross dementia. 


had diminution of the left carotid artery pulsation 
by palpation in the neck. Eight patients had dis- 


turbances of gait. One of these (Case 3) had a 


TEN PATIENTS WITH NEUROSYPHILIS 


Cranial Nerves 


Mental Status Motor System 


j 
Demented, dysphasic | He smiple gia | 
Demented, dysphasic | Normal 
Euphoria, poor judg- | Foot drop 
ment, poor insight | 
Aphasic 


Normal 
A.-R. pupils 


A.-R. pupils, 
facial paresis 


Spastic quadriparesis 

Demented, dysphasic | | Hemiplegia 
facial paresis 

Intact 

Intact 


Spastic, quadriparesis 
Ataxic, negative 
Romberg 
Ataxic, positive 
Romberg 
| Spastic, quadriparesis 


Paranoid, disoriented 
lear 

Dazed and listless | A.-R. pupils 
A.-R. pupils 


A.-R. pupils 


Clear 


Clear 


Normal 





*Argyll-Robertson. 
**Pneumococcal meningitis 


Adie’s syndrome.’ Only three of the patients re- 
ported in this series did not have Argyll-Robertson 
pupils. The three without pupillary abnormalities 
comprised one case each of the three common 
meningovascular 
syphilis, tabes dorsalis and general paresis. It is 
generally believed that Argyll-Robertson pupils are 
more common in the tabetic form of neurosyphilis.* 


forms of neurosyphilis, namely, 


In our experience it is commonly seen in paresis 
and meningovascular syphilis, in addition. 
Changes in mentation were present in seven pa- 
tients. The three who did not demonstrate mental 
changes were all examples of tabes dorsalis and 
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A.-R. pupils,* ptosis 


A.-R. pupils, ptosis, 


| Re fle »Xes | Sensory Findings 


1 eft hy serflecte, left extensor plantar 
Symmetrical 
| Right hyperflexia upper extremities, 

absent knee and ankle jerks 

Hypoactive uppers, hyperactive lowers, 
extensor plantars 

Right hyperflexia, right extensor plantar 
right grasp reflex 

Increased 

Absent knee and ankle jerks, 
left extensor plantar 

Absent knee and ankle jerks 


or plantar —_| Unreliable 
Unreliable 
Peroneal sensory loss 


Sensory level below 
| Hemihypalgesia 


| Intact 

| Position, vibration, 
loss in legs 

Position, vibration, 
loss in legs 

Position, vibration, 
loss in legs 

Hypalgesia and 
hyperalgesia 
D4-D10 roots 


Sucking, grasping, extensor plantars, 
absent knee and ankle jerks 
Symmetrical 


peroneal palsy which was considered an incidental 
finding. All but one of the tabetic group (Case 
10) demonstrated a wide-based, ataxic gait with 
a positive Romberg, the exception being Case 9. 
This patient, who had a coincidental pneumococ- 
cal meningitis, exhibited a mixed spastic and ataxic 
gait. Aside from Argyll-Robertson pupils, cranial 
nerve abnormalities were not a striking feature. 
None of the cases reported here showed evidence 
of optic nerve atrophy. Two of the cases of 
meningovascular syphilis had a unilateral supranu- 
clear facial paresis. Seven of the cases showed 


reflex abnormalities. Four showed asymmetry of 
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tendon jerks and all of the tabetic patients, except 
Case 10, had absent knee and ankle jerks. One 
of the tabes victims (Case 7), in addition, had 
an extensor plantar response on the left. The 
motor system was grossly disordered in seven indi- 
viduals. Motor disorder was found in all cases of 
meningovascular syphilis, in one case of paresis 
with evidence of carotid artery insufficiency, and 
in the tabetic patients. Sensory abnormalities were 
present in seven cases. 
(Case 1 and 2) because of disturbed mentation, 


However, in two cases 


TABLE III. SPINAL FLUID RESULTS IN TEN PATIENTS WITH 


cells and protein as well as the serological titer for 
syphilis. Six of our cases demonstrated elevated 
cerebrospinal fluid cell counts and protein levels. 
These included all the cases of meningovascular 
syphilis, one case of general paresis, and two cases 
of tabes dorsalis. One of the tabetic men (Case 9) 
had associated pneumococcal meningitis which 
complicated interpretation of the cerebrospinal 
fluid data. The colloidal gold test showed a first- 
zone rise in five cases. Two of these cases were 


diagnosed as general paresis. Both had received 
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Spinal Fluid Cell cu. mm. 


Serology 


Blood 
Serology 


Case 


Positive 
} Pc ye 
} si tive 
P sin 
ositive 
P ye 
} ‘ositive 
Positive 
Positive 
Negative 
| Negative 
| Positive 
| Positive 


| Negative 
Positive 
Negative 
Positive 
Positive 
Positive 
Negative 
Negative 
Positive 
Positive 


49 lymphs 
80 lymphs 


0 
| 0 
| 12,800 95 PMN’s 


*Pneumococcal meningitis. 


sensory findings were not considered reliable, but 
were thought to be abnormal. All those with tabes 
had sensory disturbances which were compatible 
with radicular and posterior column degeneration. 


Laboratory Tests 


Eight of the ten cases gave positive blood sero- 
logical tests for syphilis (Kahn or Kline). The two 
who did not were considered, on clinical grounds, 
to be suffering from inactive tabes dorsalis after 
diabetes had been excluded. It has been found by 
other investigators that 25 to 33 per cent of chronic 
tabetic patients may have negative serological tests 
for syphilis performed on blood and cerebrospinal 
fluid.* Two of our cases of general paresis (Case 
1 
logies. In addition, Case 3 had a negative colloidal 
Both were 
infection on the 


and 3) had negative cerebrospinal fluid sero- 


gold curve. considered to have an 


inactive basis of the cerebro- 
spinal fluid examination, since there was no in- 
crease of cells and the serological test for syphilis 
was negative. Case 1 had been treated with peni- 
cillin previously, but we were unable to find any 
evidence that Case 3 had received penicillin treat- 
ment. It is generally accepted that the activity of 
neurosyphilis can best be judged by examination 
of the cerebrospinal fluid for increase in white 
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36 lymphs 9 PMN’s 


0 
80 lymphs 20 PMN’s 
» PMN’s 


30 lymphs 12 PMN’s 





Pressures 


Protein mm. H:O Color 


Colloidal 
ig./100 ce } 


Gol« 
OP 
‘lear 
‘lear 
‘lear 
‘lear 
‘lear 
‘lear 
110 | Clear 
100 | Clear 
80 | Clear 
120 Cloudy 


170 
190 


( 
( 
( 
| € 
( 
C 


available 


| 


Negative 


| 111222100 


previous treatment, but only one (Case 2) was 
considered to be clinically active. The main indices 
for determining successful treatment of neuro- 
syphilis should be the decrease in the cerebrospinal 
fluid cell count and protein followed later by rever- 
sal of the gold curve and serological titer toward 
normal. However, complete cerebrospinal fluid 
reversibility to normal in neurosyphilis is seldom 
observed in more than 15 to 20 per cent of patients 
as late as two to four years after penicillin therapy.° 
Three of the cases of tabes dorsalis had midzone 
gold curves and the fourth (Case 8) had a nega- 
tive curve. Our findings in this respect are similar 
to those of Fiumara and others.* Although four 
cases were considered to be inactive on the basis 
of the cerebrospinal fluid finding, all cases were 
given a course of 12 to 20 million units of peni- 
cillin except two (Cases 7 and 8) which were con- 
be chronic inactive forms of tabes 


sidered to 


dorsalis. 
Illustrative Cases 


Meningovascular Syphilis—-Commonly accepted 
criteria for the diagnosis of meningovascular syphilis 
include a history of syphilis, a positive serological 
test for syphilis in the cerebrospinal fluid, an in- 
crease in the number of lymphocytes in the spinal 
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fluid, and clinical signs and symptoms resulting 
from occlusive vascular disease sometimes asso- 
ciated with meningeal irritation. Only one of our 
cases in the meningovascular group gave a definite 
history of primary lesion, but the other two cases 
were demented and unable to give satisfactory 
histories. 


Case 4. A fifty-six-year-old paint mixer was admitted 
to the Detroit Receiving Hospital in November, 1957. 
He was found lying on the floor of his room unconscious 
by relatives one day after he had returned from work. 
The day before admission, he complained of “stomach 
cramps” several times and vomited once. Several rela- 
tives reported that he had had a poor appetite for several 
months and had been losing weight. A blood serological 
test for syphilis examined in 1940 was found to be nega- 
tive. He was arrested one month prior to admission for 
combative behavior and while in jail he was reported to 
be frightened, preoccupied and his eyes had a “glassy 
stare.” In addition, he had complained of “leg stiffness” 
for two months. 

At time of admission the patient appeared drowsy, 
lethargic, and was unable to speak. Blood pressure was 
130/82 mm. Hg., pulse 60 and regular, temperature was 
101.6 F. His neck was stiff and saliva was drooling from 
the side of his mouth. His eyes tended to deviate toward 
the left. Both pupils were constricted and did not react 
to light and accommodation. Optic discs were of good 
color and there was no papilledema. He smiled inap- 
propriately and there was a right-sided supranuclear 
facial weakness. Pin-prick response was diminished over 
the face. There was a mild weakness of the right arm 
and rigidity of the left arm. Both lower extremities were 
markedly spastic. Tendon jerks in the upper extremities 
were diminished and bilateral Babinski signs were present. 
Pin-prick sensation was absent from D-10 downward. 
Position, vibration, and light touch sensations could not 
be evaluated. The left carotid pulse was diminished on 
palpation in the neck. 

Blood Kahn and Kline tests for syphilis were positive. 
Initial cerebrospinal fluid pressure was 240 mm. of water 
and the final pressure was 170 mm. after 8 cc. of crystal 
clear fluid was removed. Spinal fluid cell count revealed 
49 cells per cu. mm. all of which were lymphocytes. The 
cerebrospinal fluid protein was 49.0 mg. per 100 cc. 
The colloidal gold curve was 55554310. Cerebrospinal 
fluid serology was positive and examination and culture 
for tubercle bacillus were negative. Therapy with intra- 
muscular injection of aqueous penicillin 600,000 units 
twice daily and tetracycline 100 mg. orally four times 
daily was instituted. The patient received a total of 
12,000,000 units of penicillin and showed improvement. 
However, he is still under convalescent care because of 
dementia and residual disability. 


General Paresis—The classification of cases of 


neurosyphilis into the general paresis group was 
based predominately on signs and symptoms of im- 
paired cortical function particularly of the frontal 
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lobes. ‘These were manifested by personality 
change, impaired judgment, disorientation, poor 
insight, and concrete thinking. Other neurologic 
signs and symptoms may also be present in general 
paresis, but our clinical classification was based 
upon manifestations of impaired cortical function. 
For example, Case 1 showed evidence of carotid 
artery insufficiency in addition to signs of bilateral 
frontal lobe disease. 


Case 1. A fifty-four-year-old dishwasher was admitted 
to the neurology service in January, 1958, after “faint- 
ing’ at work. After recovering consciousness he was 
confused and disorientated. He was known to have had 
a positive serology sixteen years before admission and 
according to his relatives had been treated with an un- 
known amount of penicillin in 1942. He had been com- 
plaining of biparietal headaches for the past two years. 
During the year prior to admission, he became involved 
while driving in two automobile accidents which he at- 
tributed to “blacking out” spells. Four months prior to 
admission the patient was observed for the first time to 
have several generalized seizures and was admitted to 
another hospital where routine blood serologies were not 
done. A ventriculogram was done and interpreted as 
normal, although the ventricles were noted to be sym- 
metrically enlarged. Apparently the cerebrospinal fluid 
serological test was not performed. One month after 
discharge from this hospital he developed several epi- 
sodes of dysphasia and dyspraxia of two to three days’ 
duration. It was also noted that he was often confused 
and forgetful. 


On examination, blood pressure was 120/60, pulse 84 
and regular, and his temperature was 98.8 F. He was 
disorientated for time, place and person. He was unable 
to reverse three digits and could not do serial subtraction 
of sevens from one hundred. He showed perseveration 
of speech and was grossly demented. Both pupils were 
small (2 mm.) and did not react to light or accommo- 
dation. There were occasional twitches around the mouth. 
The tendon jerks were increased on the left and a Babin- 
ski sign was present on the left. On palpation of the 
neck, the left carotid pulse was diminished and com- 
pression of the right carotid artery for fifteen seconds 
produced bradycardia and a right-sided seizure. The 
blood serological test for syphilis was positive. The initial 
cerebrospinal fluid pressure was 170 mm. of water and 
the final pressure was 100 mm. after removal of 8 cc. 
of clear fluid in which no cells were present. The total 
protein was 62.8 mg. per 100 cc. and the gold curve 
was 5443210000. Spinal fluid serological test for syphilis 
was positive. Although no cells were present in the cere- 
brospinal fluid, his disease appeared to be progressing 
and he was treated with 600,000 units of procaine peni- 
cillin twice daily for twelve days (total 14.4 million 
units). In addition, he was treated with dilantin in 
order to control seizures. During hospitalization and 
following discharge he has shown improvement although 
he is still demented and requires supervision by his 
family. 
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Tabes Dorsalis—The group of cases we have 
classified as tabes dorsalis showed signs and symp- 
toms due to damage to dorsal columns and pos- 
terior roots. Two of the four cases of tabes dor- 
salis reported here were considered active (Cases 
9 and 10). However, interpretation of the cerebro- 
spinal fluid data in Case 9 was complicated by 
intercurrent pneumococcal meningitis. 


Case 8. A _sixty-seven-year-old unemployed laborer 
was admitted to the Urology service in January of 1958 
for a urethral stricture. He stated that he had had 
syphilis in 1924 and had been treated with “606” at 
that time. In 1926, he received a series of “hip shots” 
and in 1941 he received typhoid fever therapy. In 1949, 
he began to notice difficulty in climbing the stairs in 
the rooming house where he lived. This was particularly 
difficult in the dark and was becoming progressively 
worse. He went to another hospital in 1949 and received 
twenty-six injections of penicillin. His difficulty in walk- 
ing at night did not improve and he also complained 
of “shooting pains” radiating from both feet to his 
knees. In 1956, he began to have trouble urinating. He 
was admitted to the Urology service of the Detroit Re- 
ceiving Hospital in July, 1957. Blood serologicai tests 
for syphilis done at that time were negative. A trans- 
urethral resection for prostatic obstruction was _per- 
formed. 

He was seen in neurological consultation in October, 
1957. Physical examination at that time revealed blood 
pressure 128/64, pulse 60, temperature 98.6 F. Mental 
examination was normal except for apathy and poor 
insight. The optic discs were normal. The pupils were 
irregular and reacted very sluggishly to light. Gait was 
wide-based and ataxic and Romberg’s sign was positive. 
Heel to shin test was poorly co-ordinated. The upper 
extremity reflexes were hypoactive and there were absent 
knee and ankle jerks. Pain sensation was absent on 
compression of the Achilles tendon. Touch and vibration 
sense in the lower extremities were diminished and posi- 
tion sense was also absent. Reported blood serological 
tests for syphilis were negative. Initial pressure of cere- 
brospinal fluid was 190 mm. of water and the final 
pressure was 100 mm. On Queckenstedt test, there was 
no block and on examination of the fluid, no cells were 
found. The total protein was 26.6 mg. per 100 cc. of 
fluid and the colloidal gold test was negative. The 
patient was considered to be suffering from arrested, 
inactive tabes dorsalis. 


Discussion 


Analysis of ten recent cases of neurosyphilis 
from a large city hospital and of statistical data 


relating to the incidence of syphilis in the same 
hospital for the past ten years has not supported 


the view that neurosyphilis is increasing in inci- 
dence or that there have been significant relapses 
in cases given adequate treatment previously. A 
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small, but significant, number of untreated cases 
of neurosyphilis still may be detected, however, and 
are likely to continue to occur in spite of avail- 
ability of effective forms of therapy. In addition, 
cases of neurosyphilis that have been given ade- 
quate treatment earlier continue to deteriorate in 
spite of showing no evidence of active infection. 

We have been impressed, in the group of cases 
reported here, with the common association of 
cardiovascular syphilis in association with neuro- 
syphilis. Two of our cases had syphilitic heart 
disease and three had clinical evidence of stenosis 
of the internal carotid artery in the neck. In one 
case, this resulted in hemiplegia with fatality in 
spite of penicillin therapy. We have seen one 
other case, prior to the present study, with menin- 
govascular syphilis in a woman thirty-five years 
of age resulting in hemiparesis and aphasia that 
did not improve with penicillin therapy in spite of 
arrest of the syphilitic infection. 

The relationship of syphilitic arteritis as an 
occasional cause of occlusion of the internal caro- 
tid artery has recently been emphasized by Sy- 


monds.?! 


One of us has also examined a patient 
with meningovascular syphilis in whom the vas- 
cular lesions were predominantly in the distribu- 
tion of the basilar artery. In reviewing pathologic 
studies of basilar artery thrombosis, syphilitic arteri- 
tis of the basilar artery is not an uncommon cause 
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of infarction of the brain stem.’ It is important 
that the group with syphilitic arteritis of large 
cerebral vessels should be recognized because peni- 
cillin therapy does not result in the same degree 
of improvement as in uncomplicated forms of 
meningovascular, tabetic and paretic forms of 
neurosyphilis. Furthermore, in spite of eradication 
of the spirochete by treatment, such patients are 
liable to show continuing deterioration as cerebral 
atherosclerosis and impaired cardiac function 
further embarass a damaged cerebral circulation. 
We believe that Case 1 is an example of continued 
deterioration, in spite of eradication of infection, 
due to progressive cerebrovascular disease asso- 
ciated with stenosis of the left carotid artery 
owing to arrested syphilitic arteritis. 

While the characteristic pathology of general 
paresis and tabes is clearly not vascular, many of 
the transient neurological signs commonly seen in 
paresis and meningovascular syphilis (transient 
dysphasia, hemiplegia, quadriplegia, dysarthria) 
which have been variously termed syphilitic apo- 
plexy or Lissauer’s encephalopathy may be due to 
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transient cerebral ischemic attacks consequent upon 
syphilitic arteritis. 


Treatment 


Treatment of syphilis in all forms should be 
based on a thorough knowledge of the biology, 
epidemiology, and pathology of the disease. In a 
disease whose natural history is the lifetime of the 
patient, final evaluation of any therapeutic agent 
must await several decades. Nevertheless, every 
indication points to a biological cure in the ma- 
jority of early cases of neurosyphilis adequately 
treated with penicillin. It has been our practice 
to use procaine penicillin in treating patients hos- 
pitalized because of neurosyphilis. The total dos- 
age administered varies from 12 to 15 million 
units. Where possible, the penicillin has been 
given Over a twenty-one day period. Other inves- 
tigators have reported successful treatment of neu- 
rosyphilis using between 6 and 10 million units 
of penicillin.’? In treating latent serologically- 
diagnosed syphilis on an out patient basis, effec- 
tive treatment may be instituted by giving a single 
dose of benzathine penicillin G., 2.4 million units 
once weekly for three or more weeks. 

Since seropositive titers may persist for as long 
as ten years in 70 per cent of patients with late 
latent and late asymptomatic syphilis, the best 
index of response to treatment is obtained by doing 
serial spinal fluid examinations.’® These are done 
during treatment and after discharge. They should 
be repeated at three to six-month intervals during 
the first year depending upon the response to treat- 
ment as shown by quantitative blood serological 
titers and spinal fluid examinations.’* Indications 
for a repeated course of treatment are the recur- 
rence of symptoms attributed to the syphilitic dis- 
ease process itself or a rise in serological titers. 
Spinal fluid relapses have been reported to occur 
after three or four years in cases of general paresis 
and tabes dorsalis. Repetition of treatment was 
followed by only slight improvement in 5 per cent 


of those cases treated.* Eight of our ten patients 


were treated with procaine penicillin. One pa- 
tient, Case 5, expired in spite of therapy from mas- 
sive cerebral infarction. Both the active tabetic 
patients showed clinical and cerebral spinal fluid 
signs of improvement at the time of discharge. 
However, immediate clinical signs and symptoms 
of remission do not necessarily correlate with cere- 
bral spinal fluid signs of treatment response in all 
cases. Two of the three cases of meningovascular 


1482 


syphilis showed good response to treatment. Other 
investigators have reported that 58 per cent of 
persons treated for paresis show clinical and social 
improvement ;’° our results of treatment were simi- 
lar. The patient in Case 1 was re-admitted to 
the psychiatric service in April, 1958, because of 
assaultive and aggressive behavior. Visits to our 
outpatient clinic reveal that Case 3 is making a 
better social adjustment. 


Summary 


Ten cases of neurosyphilis diagnosed during a 
six-month period at a large city hospital have been 
reviewed in detail. It is emphasized that new cases 
of neurosyphilis requiring treatment are still en- 
countered. Six cases of the ten were active and 
required treatment. Two others had not received 
adequate treatment. 

This study did not support the view that there 
is an increasing incidence of neurosyphilis or that 
relapses occur after adequate (10 to 12 million 
units) penicillin therapy. Possible factors respon- 
sible for detection of adequately treated patients 
are discussed. It is concluded that syphilitic arteri- 
tis of large cerebral vessels such as the carotid and 
basilar arteries may result in impaired cerebral 
circulation which is not improved by eradication 
of the infection. Cerebral atherosclerosis and im- 
paired cardiac function may further impair a dam- 
aged cerebral circulation with further deteriora- 
tion of the patient. 

There is a reservoir of infectious syphilis existing 
today in most communities. Alert clinical and 
laboratory detection methods will enable early 
diagnosis and treatment of all forms of syphilis. 
Routine blood serological tests and routine sero- 
logical tests for syphilis on all specimens of cere- 
brospinal fluid that are obtained should be per- 
formed in all hospitals. The wise physician should 
exclude neurosyphilis in all rapidly dementing and 
ataxic processes and in cerebrovascular disease. 
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Adjunctive Use of Meclizine-Pyridoxine (Bonadoxin) 
in the Prevention of Preoperative and 
Postoperative Nausea and Emesis 


Tue choice of effective medication in the pre- 
vention of preoperative and postoperative nau- 
sea and vomiting is imperative in ocular surgery. 
In preoperative procedures a combination of seda- 
tives, analgesics, and an anti-emetic preparation is 
advantageous since it prevents excessive anxiety of 
the patient, and also facilitates induction of gen- 
eral anesthesia, and ease of administering local 
anesthesia and akinesia. However, the focus of 
attention must also be directed toward postopera- 
tive medication when even moderate retching or 
emesis may cause irreversible complications. This 
is when the addition of an anti-emetic agent to 
sedative and analgesic preparations is most effec- 
tive. After a careful survey of several antihis- 
taminic preparations, we found that a tablet* 
containing meclizine hydrochloride 25 mg. and 
pyridoxine hydrochloride 50 mg. was best suited 
for our purposes. By adding this tablet to our 
usual postoperative medication we achieved more 
satisfactory voluntary immobilization of the pa- 
tient, thus avoiding straining and possible hemor- 
rhage. Such procedure is of utmost importance 
after cataract extractions since hemorrhage may 


cause severe damage or even permanent blindness. 
Clinical Procedure 


This controlled study concerns itself with three 
groups of patients: (1) cataract extractions, (2 
various intraocular surgeries and, (3) various ex- 
traocular procedures, totaling 157 patients. Since 
prevention of nausea and vomiting in cataract 
extraction cases is the most important of the three 
groups, they will be discussed in more detail. Prior 
to the use of the meclizine-pyridoxine preparation, 
we administered meperidine, barbiturates and oc- 
casionally atropine, if necessary, in the usual doses 
based on the response of the patients. These 
agents were later used as controls in this study 
(Table I). 


sponded well to a combination of sedative and 


Although most of the patients re- 


*Bonadoxin supplied by the Medical Department, J 
B. Roerig and Company (Div. Chas. Pfizer & Co., Inc 
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By M. D. Bentley, M.D. 
Cadillac, Michigan 


analgesic preparations, they did not provide the 
desired state of postoperative immobilization. Aft- 
er several clinicial trials it was found that two 


TABLE I. RESPONSE TO BONADOXIN AND TO 
CONTROL DRUGS 
(157 Patients) 


Type of Surgery | None | Minimum | Moderate | Severe | Total 
| Patients 
Cataract | 
S+A+B | 43 
S+A : ‘ ‘ 9 
General intraocular | | 
S+A+B 1 20 
8+B ; 4 
General extraocular 
S+A+B | 2 
S+A 25 21 
Total | 120 34 


Note: Moderate or severe nausea or vomiting may cause severe hem- 
orrhage and blindness 

Key: S—Sedatives. 
A—Analgesics 
B—Bonadoxin 


tablets of the meclizine-pyridoxine preparation the 
night before the operation and two tablets the 
morning prior to surgery would be adequate for 
preoperative measures. Postoperatively, the patients 
received the tablets b.i.d., one in the morning and 
another at night for three days. In all cases the 
meclizine-pyridoxine preparation was given ad- 
junctively with the above-mentioned sedatives and 
analgesics. In younger patients, medication was 
reduced accordingly. During the postoperative pe- 
riod, utmost care was taken in keeping the patients 
comfortable. A high cleansing enema the night 
before surgery eliminated the need for bowel 
movements for three to four days in order to avoid 
straining, postoperatively. It was also seen that 
following the use of the meclizine-pyridoxine tab- 
lets the patients in all cases tolerated postopera- 
tive immobility with fewer complaints and _ less 


emotional disturbances. 


Results 


3ecause of the excellent results we have had 
with the meclizine-pyridoxine tablets we are using 
them routinely in all cataract cases and other 
ocular surgery. Since we have added this prepara- 
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tion to our routine procedures, the danger of 
postoperative nausea and vomiting has been re- 
duced dramatically. 

Our data show that owing to the additional 
administration of the meclizine-pyridoxine tablets 
to the sedatives and analgesic drugs none of the 
forty-three patients who have had cataract extrac- 
tions experienced moderate or severe nausea or 
vomiting (Table I). The four patients who had 
minor discomfort did not strain themselves suffi- 
ciently to cause serious complications. Of the nine 
patients who were used as controls, two had mod- 
erate retching and vomiting, while four experi- 
enced minor discomforts. The statistics in general 
intraocular and extraocular surgery likewise point 
up the advantage of using the meclizine-pyridoxine 
preparation and show that control studies with 
sedatives and analgesics alone were much less 
effective. No side reactions due to the addition of 
the meclizine-pyridoxine preparation were ob- 


served. 
Chemistry and Pharmacology 


The chemistry and pharmacology of meclizine 
9,10 


and pyridoxine has been discussed previously. 


Summarizing these studies it was noted that mecli- 
zine is a long-acting antihistaminic with a low 
toxicity. This compound induces a pronounced 
action against motion sickness, as measured in 
human beings by a depressive effect upon the 
excitability of the labyrinth and vestibular-cere- 
bellar nerves.‘ 

Pyridoxine, likewise, has a very low toxicity and 
has been pronounced useful in biochemical me- 
chanisms. For example, intracellularly, pyridoxal 
phosphate combines with specific protein enzymes, 
and the combination can act as transaminase, de- 
carboxylase and desulfurase.’* 

Thus, pyridoxine provides raw material for the 
tricarboxylic acid cycle which is one of the most 
important energy sources in the body. In addition, 
the vitamin has been found effective in the treat- 
ment of postoperative vomiting. 

A reasonable response to pyridoxine alone in 


13 and radiation 


nausea and vomiting of pregnancy, 
sickness"? has been reported in the literature. Berg- 
man? administered this vitamin intravenously prior 
to and after abdominal surgery, wherein he used 
ether as an anesthetic agent. According to the 
author, the administration of pyridoxine was suc- 
cessful, since only slight nausea and no vomiting 
occurred in his patients. A more convenient and 
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improved preparation was used by numerous clini- 
cians who found that the combination of pyri- 
doxine and meclizine in tablet form was most 
beneficial for the prevention and treatment of 
hyperemesis gravidarum,**~* for preoperative and 
postoperative nausea and vomiting,’ and in radia- 
tion sickness.* The addition of meclizine to pyri- 
doxine in a therapeutically balanced ratio is, ap- 
parently, responsible for the improved action. 
Summary 

An anti-emetic preparation in tablet form con- 
taining meclizine hydrochloride and _ pyridoxine 
hydrochloride was found clinically effective in the 
prevention of preoperative and postoperative nau- 
sea and emesis in 157 patients who underwent 
ocular surgery, while the control drugs alone could 
not completely eliminate the symptoms. The addi- 
tion of the meclizine-pyridoxine preparation 
(Bonadoxin) to the regimen also effected more 
adequate voluntary immobilization of the patients. 
This is especially imperative in the postoperative 
phase of cataract extractions, since strain may 
cause hemorrhage, or prolapse of intraocular con- 
tents and possible subsequent blindness. Bonadoxin 
did not cause side reactions in the preoperative or 
postoperative phase of this study. 
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Wheezing in Young Infants Associated 
With Dust Exposure 


Tue differentiation of wheezing in infants under 
One year of age with respect to etiology often 
constitutes a perplexing problem. Because it rep- 
resents a cardinal feature of bronchial asthma, 
wheezing in this age group immediately poses the 
question of a true or allergic form of obstructive 
emphysema. The breathing distress of a wheezing 
infant generates great concern in parents, often re- 
quiring emergency measures. The aphorism “all is 
not asthma that wheezes” is especially pertinent in 
the young infant. Notwithstanding the frequency 
of attacks of asthmatic bronchitis in infancy, the 
incidence of true, allergic asthma is surprisingly 
low. The initial dyspneic symptoms of the latter 
condition are much more commonly observed dur- 
ing the third and fourth years of life. 

In a review of 151 cases of the “wheezing chest” 
in children, Schwartzman and Nau’® noted forty- 
eight cases under one year of age. A positive al- 
lergic history was obtained in only one-third of the 
cases. In ninety-two cases (61 per cent), non- 
allergic elements were the etiologic factors. An 
increased eosinophil count was noted in only 11 
per cent; and only 5.3 per cent had positive naso- 
pharyngeal smears. Such a predominant role of 
non-allergic factors in wheezing encountered dur- 
ing infancy coincides with our experience in a 
group of patients whose cases are presented here- 
with. 

Wheezing respiration, often associated with 
marked dyspnea, was noted in this group of in- 
fants under one year of age, who had been sub- 
jected to a heavy or unusual exposure to dust- 
containing articles in their immediate environment. 
No previous respiratory disturbances of any type 
had been present in their respective past histories. 
Furthermore, they revealed none of the manifesta- 
tions or stigmata. of the allergic state, such as 
eczema, seborrheic dermatitis, persistent rhinitis, or 
any food “intolerance.” Allergy was not a con- 
spicuous item in the family history. 


From the Department of Pediatrics, Wayne State Uni- 
versity College of Medicine, and the Children’s Hospital 
of Michigan. 


SeptemsBer, 1959 


By Samuel J. Nichamin, M.D. 
Detroit, Michigan 


Confronted with a young infant acutely dyspneic, 
having noisy, wheezing respiration, one must seri- 
ously consider the various conditions that simulate 
bronchial asthma. Of these, it is most essential to 
eliminate at the outset the possibility of a foreign 
body in a bronchus or the esophagus. A careful 
history will serve to exclude many of the conditions 
listed in a table by Glaser,’ covering the differential 
diagnosis of bronchial asthma in infancy and 
childhood. Further, searching inquiry into possible 
dust exposures may eventuate in “hitting pay dirt.” 
Interrogation of the parents should encompass any 
recent acquisition of stuffed or fuzzy toys, the near 
presence of feather pillows, as well as close contact 
with rugs, draperies, mattresses and bed covers. 

The pertinence of such information regarding 
massive contact with various dusts was pointed out 
to the parents, in order to establish a “dust-con- 
scious” approach in the disposition of their baby’s 
environment for the future. Recurrent attacks of 
wheezing could be, and were, thus avoided. The 
fear of the anxious parents of a true or allergic 
asthma in their progeny could thereby be dispelled 
In order to illustrate the primary role of unusual 
or massive dust exposure in the causation of wheez- 
ing attacks of infants the following cases are here- 
with cited. The absence of any form of allergic 
manifestations in these patients prior to their at 
tacks or in their subsequent history is especially 


noteworthy. 
Report of Cases 


Case 1.—A three-month-old boy developed an attack 
of dyspnea with wheezing. There were no prodromal 
symptoms of fever, rhinitis, or gastrointestinal disturbance. 
The physical examination was essentially negative, except 
for the chest, which revealed prolonged, expiratory 
breath sounds with wheezing. Musical rales were not 
heard. Complete disappearance of the wheezing and 
respiratory difficulty occurred following an injection of 
0.1 cc. of epinephrine. Upon questioning the parents it 
was learned that a recently acquired stuffed toy elephant 
had been placed in the infant’s crib. Admonitions re- 
specting this and other fuzzy-type toys were carefully 
adhered to by the parents, and no further attacks have 
ever subsequently occurred. This patient is now eight 
years of age, and has received close periodic medical 
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supervision throughout infancy, the pre-school period up 
to the present school years. Evidences of allergy, as 
represented by persistent rhinitis, eczema, hay fever, or 
asthma has never been observed. 


Case 2.—Stridorous, wheezing respirations were first 
noted at the age of six months in this infant girl, who 
had had no previous respiratory difficulties or infections. 
Physical findings were entirely limited to the chest, which 
exhibited noisy, wheezing breath sounds. An immediate 
beneficial response was noted after the administration of 
0.1 cc. of epinephrine. The history revealed that a fuzzy, 
stuffed toy had been placed in close proximity to the 
infant. This child is now ten and one-half years old, 
and has been under our health surveillance at periodic 
intervals. Careful investigation for any allergic symptoms 
or manifestations has yielded no relevant or supporting 
data. 


Case 3.—The despondent parents of this five-month- 
old boy with severe dyspnea were on the verge of rushing 
him to a hospital for emergency admission. The pro- 
found respiratory distress was associated with marked 
audible wheezing. There had been no fever, or other 
premonitory symptoms. Involvement with foreign body 
was denied. One-tenth cc. of epinephrine adminis- 
tered hypodermically resulted in rapid amelioration of 
all the respiratory symptoms. Interrogation of the par- 
ents revealed extremely pertinent information. The 
mother had recently resurrected an infant’s nightgown 
that had been reposited in a cedar chest for a number 
of months. The above-mentioned symptoms were noted 
almost concurrently with the initial usage of this gar- 
ment. Three years have now elapsed with no incidents 
or symptoms suggestive of an allergic nature. 


Case 4.—Since early infancy, this six-month-old baby 
girl had exhibited stridorous, wheezing breathing, often 
associated with episodes of vomiting. These symptoms 
were attributed by their family physician to “excessive 
mucus.” There had been no overt evidence of allergy, or 
any previous respiratory illnesses. The patient was 
afebrile. Examination of the chest revealed moderate 
retraction of the lower costal borders, audible wheezing, 
and raspy, prolonged expiratory breath sounds. Parent- 
eral injection of 0.1 cc. epinephrine resulted in con- 
siderable improvement in the infant’s breathing. Elicita- 
tion of environmental data revealed that a sibling’s ad- 
joining bed contained a torn comforter as well as feather 
pillows. With elimination of these objects, the mother 
reported that there was practically complete disappear- 
ance of her baby’s wheezing and stridorous breathing in 
addition to marked lessening of the vomiting. 


Case 5.—A six-month-old boy afflicted with Mongolism, 
had an acute onset of breathing difficulty with many 
asthmatic rales and wheezing. There were no previous 
or concurrent allergic manifestations. Inspection of the 
infant’s crib revealed the presence of several old, dirty, 
fuzzy toys, in addition to a recently-purchased new 
blanket. Complete removal of all dust-containing articles 
together with the use of an oral ephedrine preparation 
resulted in disappearance of the asthma-like symptoms. 
During the ensuing six months and up to the present, no 
further attacks have occurred. 
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Case 6.—This eight and one-half-month-old infant girl 
had coughing and wheezing for several days unaccom- 
panied by fever. A watery rhinitis was apparent, but no 
other findings of consequence. Marked relief over a 
temporary period was obtained with the administration 
subcutaneously of 0.1 cc. of epinephrine. On questioning, 
the mother described the contents of her baby’s crib, 
which included various fuzzy toys: dog, teddy-bear and 
rabbit. A tear in the crib mattress was also reported. 
With elimination of these sources of dust, no further 
wheezing was noted. 


Case 7.—Dyspnea and wheezing were the presenting 
symptoms of a four-month-old girl. Aside from the 
respiratory difficulty with some costal retraction, no other 
abnormal findings were present. There was no history 
of skin rashes or food intolerance. Almost immediate 
disappearance of the wheezing and dyspnea occurred 
following the hypodermic administration of 0.1 cc. of 
epinephrine. The mother related that a fuzzy lamb toy 
had always lain in the baby’s crib. However, with the 
recent acquisition of her ability to reach out for objects, 
this toy could then be much more closely approximated 
to her face. It was during this recent period that the 
mother first became aware of the infant’s wheezing and 
breathing disturbance. No further attacks of wheezing 
have been noted since the removal of this dust-bearing 
object. 


Case 8—This two-month-old infant, the brother of 
the girl in Case 2, had presenting symptoms of cough, 
dyspnea and wheezing of several days’ duration. The 
mother had thought that her baby was developing a very 
severe cold. These symptoms had continued intermittent- 
ly for three days. There was no fever or loss of appetite. 
In the history, the mother revealed that for the preced- 
ing two weeks as part of spring cleaning, her home had 
been completely redecorated. Wall-to-wall carpeting had 
been ripped up, in addition to the underlying felt pad- 
ding. All drapes, curtains and rugs were removed for 
cleaning from the baby’s bedroom, as elsewhere in the 
house. Because of her prior experience with the baby 
girl, there were no fuzzy toys, feather pillows, or un- 
covered blankets in the baby’s immediate environment. 
Cognizance of the relationship between the spring-clean- 
ing dust and her baby’s symptoms, however, soon became 
apparent, as the history of events unfolded. Examination 
of the infant revealed rapid, somewhat labored breathing, 
with wheezing. Asthmatic-like breath sounds were heard 
diffusely throughout the chest. Complete amelioration of 
these respiratory symptoms and signs was secured with 
the hypodermic administration of 0.075 cc. of epineph- 
rine. No further wheezing or any respiratory symptoms 
have been noted by the mother for the past several 
months up to the present. 


Discussion 


The age distribution of cases (Table I) of 


the infants with wheezing is weighted heavily 


toward the under six-month age group (six out 
of the twelve cases). Only two occurred in infants 
older than six months, the greatest number, four, 
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TABLE I. SUMMARY OF CASES OF YOUNG INFANTS WITH WHEEZING ATTRIBUTABLE TO 
INTIMATE EXPOSURE TO pustTt 


Fever and Chest Findings 


Other Symptoms 


| 
Age | Sex 


(Months) | 


| None Dyspnea, wheezing 
| None Stridor, wheezing and dyspnea 
} 
| 


aT 


None Dyspnea and wheezing 
| Vomiting 
Mongolism | Asthmatic rales, wheezing 


Cough, rhinitis Wheezing 


Zam ZaZnZ 


a 


None | Cough, dyspnea, wheezing 





None Wheezing 
100.2° R. | Wheezing 
Teething 
symptoms 

M | Rhinitis 
M | None 


Wheezing 
Wheezing, dy spnea 





Stridor, wheezing, retraction 


None Wheezing, dyspnea, retraction 


j 
Nature of Dust Exposure | Allergic | Observation 
Signs Period 
Stuffed toy in crib None 8 years 
Fuzzy toy None | 10 years 
Nightgown (cedar chest) None 3 years 
Torn comforter, feather pillows None 3 months 
Fuzzy toys in crib, new uncov. wool None 4 months 
blanket 
Torn crib mattress, fuzzy toys None 4 months 
Fuzzy toy held by infant None 3 months 
Spring cleaning: removal of rugs, None 2 months 
draperies ... 
Feather pillows, teddy bear None } months 
Fuzzy easter rabbit None 2 months 


Fuzzy toy None 2 months 
| Torn pillow None 2 months 





*Cases 9-12 are additional cases, which, because of limitation of space, are not cited among the case protocols. 
tResponse to medication: With the exception of cases 5, 9, 10 and 11, all responded very favorably to the parenteral administration of 0.1 ce. of 
epinephrine. Case 5 received an oral ephedrine preparation, with indeterminate effect. No medication was deemed advisable for cases 9, 10 or 11, 


because of the mild degree of wheezing exhibited. 


being noted at this latter age. These findings ac- 
centuate the impression that this form of wheezing 
represents primarily a tendency more or less re- 
stricted to the more immature lung tissue of the 
younger infants, when exposed to a noxious agent 
such as excessive dust. Such individuals may not 
reveal overt allergic symptoms in the future. As 
regards sex, the cases were equally divided. 

The absence of fever or other explicit evidences 
of respiratory infection is especially noteworthy 
in this group of patients with wheezing as the out- 
standing finding. It provides a decisive area of 
differentiation from the condition it most closely 
simulates, that of asthmatic bronchitis. For this 
latter ailment, an intimate association with a true 
allergic state has been propounded by most aller- 
gists. This opinion has been reinforced by the 
presence in these individuals during infancy or 
early childhood, of other allergic attributes, as 
manifested by eczema, hay fever, urticaria, or 
recurrent bronchial asthma. As noted in the case 
tabulation and protocols, none of the reported 
cases evidenced such allergic manifestations, prior, 
during, or subsequent to their episodes of disturbed 
breathing. An alert awareness towards disclosure 
of any allergic predisposition has been maintained 
over periods ranging from several months to over 
ten years (Table | 

Aside from asthmatic-like breathing, the infant 
with asthmatic bronchitis often exhibits chest find- 
ings that encompass moist rales, rhonchi, and bron- 
chovesicular to bronchial breath sounds. Such 
an array of physical signs in the lungs were not 
characteristic findings in the infants described 
above. Furthermore, the beneficial response to 
epinephrine among the latter group of cases was 
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in direct contrast to its effectiveness in cases of 
asthmatic bronchitis. 

Foreign body aspiration, esophageal or bronchial, 
in the young infant is also provocative of dyspnea, 
coughing, and audible wheezing, as noted in our 
series of cases. The history and roentgenograms 
may be of assistance in eliminating this possibility 
in questionable diagnostic situations. On occasion, 
the persistence of such respiratory symptoms as- 
sociated with those of bronchitis, unrelieved by the 
usual therapeutic measures, may represent the 
salient features of an unsuspected esophageal for- 
eign body, as reported in a recent publication.‘ 
The coughing and wheezing produced by a foreign 
body lodged in a bronchus, although of non-allergic 
origin, may closely resemble an attack of bronchial 
asthma. Toomey and Petersilge® described a type 
of non-allergic bronchitis in a group of children 
who were subjected to the inhalation of finely 
pulverized dust. Whistling lung sounds, intractable 
coughing, and rhonchi characterized the chest 
findings. 

In true bronchial asthma in which the wheez- 
ing is caused by an antigen-antibody reaction, it 1s 
not often possible to demonstrate these allergens. 
The diagnosis must therefore be based on essen- 
tially clinical grounds. Laboratory aids, such as 
skin-testing, blood counts, and nasal smears are 
of no more avail here than in a differential diag- 
nosis for wheezing of non-allergic origin. Because 
of the evanescent and non-recurrent character of 
the wheezing in the above-cited cases, it was not 
deemed feasible to secure roentgenograms of the 
chest. 

The indispensable key to the correct diagnosis 


of wheezing due to intimate or excessive dust ex- 
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posure is, manifestly, the history. Interrogation 
of the parents should be precisely oriented towards 
specific categories of dust-bearing objects in the 
immediate environment of the infant. The particu- 
late matter comprising house dust may arise from 
many sources; dust from draperies and curtains, 
fuzzy-covered and stuffed toys, fuzz from clothing 
or blankets, nap from carpets and rugs, stuffing 
from pillows and mattresses. Each of these sources 
needs to be enumerated to the parents. Fruitful 
data of strategic value is thereby often revealed by 
them. 

The possibilities for intimate exposure of young 
infants to passive dust inhalation are legion in the 
average modern household, ranging from the ubi- 
quitous fuzzy, cuddly toy animal, to the ripping- 
up of floor covering during spring cleaning. The 
inhalation of such unusual amounts of dust parti- 
cles from whatever source into the bronchi of the 
young infant provides a noxious affront to these 
tissues, with the resultant production of spasm, 
and clinically, wheezing. Chevalier Jackson* has 
stated that in a patient with audible wheezing 
there is always some obstruction in the larger air 
passages, with encroachment upon the lumen of 
the airway. In younger individuals, it is well 
known that this lumen of the tracheobronchial tree 


is relatively smaller and more compressible. Ingals* 
noted that the movements of the bronchi are more 
marked in children than in adults owing to the 
greater elasticity of the tissues and the lesser calcifi- 
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cation of the cartilagenous bronchial rings. Such 
considerations offer, in part, evidence for the great- 
er tendency towards wheezing in the young, es- 
pecially when these pulmonary tissues are confront- 
ed with unusual amounts of a foreign substance. 


Summary 


A group of cases of wheezing in early infancy 
is described on the basis of maximum exposure to 
dust from various sources in their immediate sur- 
roundings. Their differentiation from the familiar 
asthmatic bronchitis of infancy and childhood, as 
well as from true or allergic bronchial asthma, is 


presented. 
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HOSPITAL DISASTER PLANNING 


The American Hospital Association has recommended 
to state hospital associations that they assist hospitals 
which are not accredited by the Joint Commission on 
Accreditation of Hospitals in establishing disaster plans 
and regular disaster drills; hold institutes to provide 
guidance to their member institutions which are setting 
up disaster plans and commencing to conduct regular 
disaster drills; and advise all member hospitals that, 
when planning for new or renovated facilities, full at- 
tention should be paid to the importance of sound de- 
sign of facilities which will be used for sorting and 
handling mass casualties. 


AHA has also recommended that state hospital as- 
sociations assist member hospitals which lack an emer- 
gency electric power service by helping them install a 
standby generator with the aid of a civil defense grant. 

A survey is being conducted by AHA of hospitals’ 
standby power systems. This information will be com- 
piled for each state and metropolitan area and will be 
made available to allied hospital associations to assist 
them in fostering the installation of emergency sources 
of electric power to meet peak demands that occur at 


time of disaster. 





School Phobia 


Unrn. recent years, there has been very little 
in the literature about school phobia. School 
phobia, in our series of thirty-three cases, is defined 
as the inability on the part of the child to attend 
school because of physical symptoms without physi- 
cal findings. These children complain of head- 
aches, stomach-aches and vomiting. These symp- 
toms increase in severity when pressure is applied 
to get the child to go to school. 

All of these children were examined by physi- 
cians and no physical reason was found for their 
symptoms yet they were all sick and uncomfort- 
able. In addition, they were all average or above 
in intelligence. These children are described as 
hypersensitive to noise, criticism, other people’s 
feelings and are very unsure of themselves. 

Basically, school phobia is a separation anxiety 
involving both the mother and the child. Many 
of the parents of these children felt insecure and 
unsure of themselves prior to marriage. Some of 
the grandparents were indifferent to the parents, 
while others were inconsistent, oversolicitous and 
overprotective, never giving the parents an oppor- 
tunity to become emotionally independent. Par- 
ents with this kind of a background frequently are 
unable to provide a consistent home environment 
that fosters growth and independence in the child. 
These parents cannot be consistent or definite in 
terms of what is expected of the child. This con- 
tributes to the general anxiety of the child because 
he doesn’t know what to expect or what is ex- 
pected of him. Many of the fathers in this series 
of cases are passive, assuming very little, if any, 
responsibility in the bringing up of the children. 
They leave much of it up to the mother and be- 
come angry with the mother if the child has diffi- 
culties and does not go to school. Some of the 
fathers seem adequate economically, but spend 
very little time in family living. 

From the Saginaw Valley Child Guidance Clinic, 
Saginaw, Michigan. 


Condensed from a paper presented at the American 
Orthopsychiatric Association 1958 Annual Meeting. 
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By Norman Westlund, M.D., 
and Archie McKinnon, M.A. 


Saginaw, Michigan 


In some of the cases the child’s anxiety goes 
back to the early months of life. The added 
responsibility of caring for the baby seemed diffi- 
cult for some of the mothers. Some of the mothers 
felt very inadequate and questioned their ability 
to take care of a baby. When the baby responds 
to this unsureness on the part of the mother by 
developing feeding difficulties or inability to sleep 
at night, it intensifies the mother’s anxiety and a 
vicious cycle develops. Many of these mothers are 
relatively passive and are unable to set limits to 
the child’s behavior. As a result, the child becomes 
more anxious because he does not know how far 
he can go. 

Some of these children, in order to be more 
comfortable in living with their anxieties, develop 
compulsive tendencies. They are rigid and have 
difficulty meeting new situations, They try hard 
to please their parents but they find it difficult 
when the parents are inconsistent and the children 
do not know what to expect. As a result, the 
child sets standards for himself which he cannot 
attain. 

The child develops hostility in addition to the 
anxiety. He gets angry at his parents who do not 
meet his needs. He sometimes develops controlling 
behavior that upsets the parents. He may insist 
that the mother stay home all the time that he is 
in school. While there is an element of control, 
the basic motivation is to reduce the anxiety by 
having the mother at home. Many parents react to 
this type of an experience by becoming angry and 
threatening the child which brings out further 
anxiety and hostility on the part of the child. The 
child then feels guilty and thinks he is to blame 
for the entire situation. 

With a basic unsureness in the family environ- 
ment, the child has difficulty undertaking new 
situations. Going to school is the first experience 
that the child has in separating from the mother 
for any length of time. The trouble may begin in 
kindergarten or may show up in the later grades. 
A careful history of children who are first referred 
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when they are in the sixth or seventh grades shows 
some separation difficulties dating back to kinder- 
garten or the first grade. 

The question arises as to what happens at school 
that causes the child to project his anxiety on to 
the school situation. This question is not clearly 
answered. The school itself is an anxiety-produc- 


ing experience for many of these hypersensitive chil- 
dren. Many feel they will fail their subjects even 
though the report cards show all A’s and B’s. Their 
anxieties are kept high much of the time and it 


doesn’t take much to precipitate an additional 
amount which is more than they can tolerate. Re- 
port cards stir up anxieties in parents as well as 
in children. We have seen mothers lose five or six 
pounds just before the report cards are due. Some 
teachers use the threat of a report card to stir up 
anxiety in some of the children to do better work. 
This may work with some children, but it inten- 
sifies the problems of this group of children. 

To some of the children the school is a noisy 
and confusing place. To others, it represents a 
competitive environment which stirs up anxiety. 
The school also represents a place where the child 
must stay for a definite period of time. He cannot 
go home when he feels the need of reassurance 
from or regarding the mother. This seems to be 
an important factor in the situation because many 
of these children seem to be relatively free from 
anxiety when they are not in school and can check 
to see that the mother is all right. Our records 
show a variety of precipitating factors such as: 
The teacher scolded the whole class and the noise 
was too much for the child to tolerate; several had 
the flu and found it difficult to return to school 
when the physical symptoms had subsided; some 
could get along well with the regular teacher but 


when one or more substitute teachers came in, the 
child was unable to return to school. 

These experiences may be just enough to upset 
the precarious equilibrium in a child who is not 
very sure of himself. Here again, the parents are 
unable to give enough security and reassurance to 
the child for him to return to school at that time. 
Many children have similar experiences at school, 
but with the help from more secure parents they 
are able to return to school with a minimum of 
difficulty. The child senses the mother’s unsure- 
ness and reacts to the mother’s need for him not 
to go to school. Some parents encourage or pro- 
mote further anxiety in these children to fulfill 
their own unconscious needs. Some cannot turn 
off anxiety-provoking television shows, even when 
the child is reacting night after night with night- 
mares. Some mothers read the newspaper stories 
of accidents, assaults, attacks, and the like when 
the child sees the pictures and cannot read the 
details. Some mothers are content to have the 
child at home and do nothing further about seek- 
ing help. 

Treatment is directed toward both parents and 
the child in an endeavor to lessen the anxiety and 
encourage their growth and independence. The 
school personnel also takes part in the treatment 
in terms of special programs as indicated. The 
family physician or pediatrician sometimes pre- 
scribes symptomatic medication as indicated. 

In our series of thirty-three cases, twenty-four 
children are now attending school while nine are 
not in school. The duration of treatment varied 


from a few weeks to three years. 


349 S. Weadock 
Saginaw, Michigan 





CHICAGO SOCIETY OF ALLERGY 


The Mid-West Forum on Allergy will hold its third 
annual meeting on October 31 and November 1, 1959, 
at the Sheraton-Blackstone Hotel, Chicago, Illinois. This 
meeting of the Forum is sponsored by the Chicago So- 


ciety of Allergy. For further information, please write 
to Leon Unger, M.D., 185 North Wabash Avenue, Chi- 


cago 2, Illinois. 





Editorial 





AGING HAS VALUES 


Society has undergone important changes with- 
in comparatively recent times. Modern medical 
men have contributed of their skill, knowledge and 
dynamism toward improving life and its living. 
Among the important contributions have been 
modern sanitation and better control of communi- 
cable diseases, improved obstetrics and child care, 
and the recent consideration given to problems 
and diseases of aging with the resultant prolonga- 
tion of life, health and usefulness of an increasing 
number of them. 

The rising generation is attracted to new scien- 
tific knowledge and development. Members of 
this generation may look upon ancient wisdom 
as being obsolete, when in reality this is not en- 
tirely the case. In some primitive societies, the 
old men often were members of the ruling council 
because of their accumulated wisdom. Many of 
them spent their late maturity teaching the chil- 
dren of the family, group or tribe about the 
legends, myths, ceremonies, rites and other know]l- 
edge. The patriarch was a valued member of the 
community. Through his efforts the old culture 
was passed to the new generation. 

In the more advanced society of our times, with 
increased population, increased economic conflict 
and increased competition for work opportunities, 
there has been some restriction on individuals 
working after sixty-five years of age on the allega- 
tion that they were not very productive. This 
is a serious social problem. Apparently even the 
prodigious enterprises of the country cannot em- 
ploy all of its citizens. Arbitrary retirement at any 
particular age is not realistic, for men age at 
different rates and their years are not good criteria 
of their mental and physical capabilities. 

Aging persons do not like to be classified as be- 
longing to an old age group on the basis of their 
years alone. While some old persons may be some- 
what disabled because of illness, there are many 
aging persons who are in good health. The 
dependency of the aging has been overstressed and 
the cultural contributions which old age can make 
have been undervalued. If aging persons could 
be kept integrated with other individuals of all 
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ages in the family and at work, it would con- 
tribute much to their feeling of security. 

The security of the aging is assailed also by 
threats to their physical independence by the 
degenerative diseases. Sudden cerebrovascular 
changes with impairment of speech, sight and vol- 
untary muscular movement are potential hazards 
to the aging. The realization that ill health at 
any age is an abnormal state and that many 
conditions respond to treatment may help some 
aging persons to gain a better prospective. 

Aging is inevitable, but many aging persons 
retain good health, and those who become ill can 
be treated regardless of age. Such persons can 
contribute a great deal to society if an opportun- 
ity can be contrived. 

Aging has values. 


CuarRLeEs SELLERS, M.D. 


MICHIGAN’S PREPAID MEDICAL CARE 


The Michigan State Medical Society and its 
House of Delegates, at the Annual Session in 
Grand Rapids the last of September, faces a 
grave challenge. Health problems and _ health 
policies have been building to the point where an 
immediate and acceptable solution is imperative. 
Since the AMA resolution of December, 1958, 
the care of senior citizens has become a prime 
object of discussion everywhere. Newpapers, 
magazines, conferences, broadcasts have stressed 
the need of care for the aging population. Certain 
groups have made this problem their special goal. 
Labor leaders have agitated for special benefits in 
labor management negotiations; they have also 
agitated for the Federal Congress to enact into 
law other sections of the famous Wagner-Murray- 
Dingell programs of the depression, the Roosevelt, 
and the Truman years. This would have set up 
a compulsory medical service in the United States 
and abolished the private practice of medicine 
as we know it. 

For the last six or seven years, this agitation 
has not been so open, but it is still in the back- 
ground. The Wagner-Murray-Dingell program 


has been enacted piecemeal. Two years ago, in 
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Swan Song 


President’s Page 


YO . Gat onctra00 


President 
Michigan State Medical Society 


Usually, the last presidential message of the outgoing 
President on this page each year is of the “Thanks-for- 
all-the-help-I-did-my-best-and-goodbye" variety. 

It's natural that this should be so, for all during the 
year the President has had to goad and push and urge 
and sell (and even be critical on occasion) in order to 
keep the Society in top momentum; consequently, when 
he is about to turn over the reins of office, he seeks a 
graceful exit line, complete with very genuine expres- 
sions of gratitude to colleagues and staff. 

| am no different. | am just as relieved, just as grate- 
ful and just as unable to express my mixed emotions 
perfectly as were my forbears. 

But | do want to say one more thing. It's this: 

The best days of our Society lie ahead. We shall 
move into new and beautiful headquarters next year. 
We shall celebrate soon our 100th year of service. We 
are approaching a greater rapport with other profes- 
sions and, with it, new responsibilities and challenges. 
We are growing in numbers, strength and influence. 

This enviable position has been gained in some part 
by the devoted work of MSMS presidents through the 
years. As past presidents, | have found their help and 
advice to be steadying and wise. As senior statesmen, 
they know better than to ask for jobs—but they can 
perform a very real service to succeeding officers. | 
hope they will be used more and more as the asset they 
are and can be. 

| consider it a privilege and a pleasure to join their 


ranks as a freshman. 





EDITORIAL 


an editorial in July, 1957, we stated that over 
33,500,000 were then eligible for national health 
service. Recently, the Forand amendment to the 
social security act has threatened to add another 
16 to 20 million to the list. The United States 
News and World Report, July 23, has sketches 
showing that living costs have gone up in the 


course of a year. The main sketch shows a rise 
of total costs up just under 1 per cent. There 
were eight other groupings: food, transportation, 
housing, personal care, clothing, recreation, medi- 
cal care and others. Medical care showed a very 
marked increase—more than any of the others. 
That, of course, included hospital costs as a major 
part of medical services. 

The United States New and World Report for 
the following week had a page devoted to finance 
week: “New Goals for Welfare State,’ “Bigger 
Pensions,” “Earlier Retirement,’ “Free Medical 
Care.” 


“Old age pension checks may soon be made bigger 
and easier to get for millions. Pressure is building up 
for action on this next year. Congress has not with- 
stood the pressure in any election year since back in 
1948.” 


Also on a red background are listed the latest 
plans for old people, higher benefits, hospital care, 
earlier retirement, higher limit on earnings, aid 
to the disabled, children’s benefits, higher taxes. 

The threat to private practice of medicine is 
growing by leaps and bounds. 


A Local View 


The Battle Creek Enquirer and News on July 9, 
had an editorial calling attention toa proposed new 
program, with the Washington, D. C., date line, 
mentioning “fixed medical charges with a basic 
relative value scale,” and asked why the Michigan 
State Medical Society did not consider this pro- 
gram. ‘The newspaper editor was contacted and 
two or three hours were spent with his feature 
writer. On July 21, the following editorial ap- 


peared: 


Congress has shelved a bill to provide federally- 
financed health insurance for the aged. It may, or may 
not, be revived next year. 

Meanwhile, our population of aged people is in- 
creasing steadily. Many of them if striken by illness 
or accidental injury today, would be totally dependent 
on relatives or county and city welfare agencies for 
their medical care. 

This is not the type of problem that can be solved 
by a fixed formula. Many of ovr older people have, 
by hard work and wise handling of their money, been 
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able to retire with a “nest egg” large enough to see 
them through their remaining years despite emergencies. 
But millions not so fortunate must eke out the rest of 
their lives on social security pensions. Others, and we 
wonder how many there are in this category, draw no 
social security benefits and have no “nest egg.” They 
are wholly dependent on children and other relatives 
even for the barest necessities. 

If these latter two groups of aged require medical 
and hospital care, to whom can they turn? Obviously 
not to the government unless the Department of Health, 
Education and Welfare, and Congress, decide that these 
oldsters deserve more than they’re getting now. 

We oppose the welfare state concept, particularly be- 
cause of the abuses that inevitably multiply when people 
think they’re getting something for nothing. But, let’s 
look at the facts before we reject the idea of health 
insurance for the aged. 

In 1900, the average life expectancy at birth of 
United States citizens was 47.3 years. In 1957, this ex- 
pectancy had increased to 69.3 years. To complicate 
the situation further, the 1957 figure gives the average 
man an expectancy of 66.3 years compared to 72.5 years 
for the average woman. And in many cases, the aging 
woman has much less to live on in old age than do men 
in similar circumstances. 

Our aging population has increased almost five times 
in 10 years (perhaps more if more data were available) 
In 1948, there were 2,162,000 aging people on social 
security rolls. In 1957, the total had jumped to 10,678,- 
000 and will rise every year in the future. 

Yet, the opposition to providing these old American 
citizens with some guarantee against medical expenses 
continues. 

Arthur S. Flemming, Secretary of HEW, told a House 
committee that voluntary coverage (meaning individual, 
personally defrayed medical and hospital insurance pol- 
icies) now is held by about 40 per cent of old people 
He believed it would reach 70 per cent by 1965. 

These voluntary insurance plans are expensive, espe- 
cially for an aged person whose total monthly pension 
may be less than $50. Many obviously cannot afford 
such coverage. And, although Dr. Flemming may be 
correct on his 70 per cent estimate, how do we meet 
the problem for the remaining 30 per cent of our aged? 
At the current rate of increase in their ranks, that 
could mean six or seven million by 1965, none of whom 
would have any guarantee of medical and hospital care, 
nor the financial means to afford it. 

Dr. Flemming estimates that such coverage would cost 
the social security system an additional $1,100,000,000 
in 1960. We will spend that much on surplus crop stor- 
age this year, alone. 


The Enquirer and News editor then received 
a letter explaining that the Michigan State Medi- 
cal Society already had over 1% million people 
in the state being serviced by the latest Blue 
Shield features (the M-75 certificate) based upon 
a relative value scale and was about ready to 
publish a completely new certificate for the aging 
population. On Sunday, July 26, an article ap- 
peared giving the story of what Michigan is doing 
On July 28, the following editorial was published. 
A complete reversal of attitude and opinion is 
demonstrated. As a result of having a modern 
program and of being ready and willing to discuss 
it with those who are helping to manufacture 


public opinion: 
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EDITORIAL 


Michigan Medical Service’s forthcoming medical in- 
surance program for the state’s senior citizens is welcome 
news. The plan will bring a great measure of security 
to those who have faced the problem of old age with- 
out the reassurance of guaranteed medical care. It will 
also relieve the minds of children and other relatives 
who have worried often and long about how they would 
manage the financial crisis caused by the illness of an 
aged parent or other loved one. 

There are few, if any, single problems of old age that 
need solution more than does that of medical care. A 
parent, or parents, usually can be absorbed into a family 
without too much additional expense in the daily house- 
hold budget. As a rule, the other demands—such as 
clothing, recreation and minor personal items—are 
comparatively small. But, when accidental injury or 
illness strikes these oldsters, a family’s entire bank ac- 
count can be wiped out. 

So far, a number of state medical groups have rec- 
ognized this problem and done something about it as rec- 
ommended last December by the American Medical As- 
sociation. The first Blue Cross-Blue Shield policy of this 
type was offered in Wisconsin, Iowa followed and sev- 
eral other states fell in line. Now, such all-important 
insurance coverage will be available here. 

The Michigan State Medical Society deserves praise 
and the gratitude of all citizens for its role in working 
out this plan with Michigan Medical Service and the 
state insurance commission. 

For the first time, a person over sixty-five can buy or 
have purchased for him by a child or relative, an in- 
dividual medical and hospital insurance policy in this 
state—at a rate he can afford. 


MSMS HOUSE OF DELEGATES 


The House of Delegates of the Michigan State 
Medical Society—the law making, policy-making, 
part of the Society—will be in session soon after 
this writing appears. They probably have never 
faced a more serious and a more demanding 
Michigan Medical 
Service developed the M-75 program according 
to instructions of the MSMS House of Delegates 
and placed it into effect insofar as possible. 


accumulation of problems. 


We all know there are some features of the 
program with which some of our members are not 
happy, and some to which others object. No 
program of such stupendous importance was ever 
developed without some dissent. When being 
established this one built into it methods and 
opportunity to correct imperfections. Some al- 
ready have been corrected. Others can be if those 
especially interested will follow the established 
and accepted program, make their criticisms and 
suggestions constructive, and lend their efforts to 
this end. 

The Medical Society is on trial. Remembering 
what has been done during the past twenty years, 
the public is looking to the profession to solve 
almost unsolvable problems. It can be done— 
it must be done. 
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MEDICAL PUBLICITY 


The public press, magazines, newspapers—al- 


ways looking for sensational news items—publish 
articles which are adversely critical of the medical 
profession. This has been going on so long that 
when within a few days we see an article defend- 
ing the profession, taking its part and telling its 
story, we are constrained to comment upon it. Very 
recently the editor was approached by a high 
school senior looking up information on the topic 
of socialized medicine for an essay, and a junior 
college debate student saying she had been as- 
signed the medical profession’s side of a debate on 
socialized medicine. Both were asking for in- 
formation, saying there must be a medical side 
to the story. Both had searched the available 
libraries and could find any amount of adverse 
material going back for twenty-five years and some 
very recent articles which were critical of the 
medical profession and its ideals. They were able 
to find the most meager articles giving the medical 
profession’s side of the story. 

We loaned them plenty of material from our 
own library and both of them made very creditable 
reports in the schools. 

Recently, in looking over the Ladies Home 
Journal for June, 1959, we happened to see a 
paper by Dorothy Thompson, entitled “Medical 
Care and Its Discontents.” In reading it through, 
we were very happily surprised at her complete 
understanding and discussion of the question of 
medical care and the profession, and believe those 
of our readers who have access to the Ladies Home 
Journal for June should read the article. We 


quote one short paragraph: 


“In a rather profound sense the current attacks on 
the medical profession complement it. People, it seems, 
expect more of physicians than they do of other pro- 
fessional men with the possible exception of the clergy. 
The medical profession has invited that expectation, 
and in the opinion of this writer, and with exceptions 
that only prove the rule, have deserved it.” 


It would seem good public relations would be 
wonderfully served if copies of this article could 
be made available to all the young people in our 
schools who are in the formative period regarding 
medicine and its problems, and who are actively 
discussing socialized medicine with only anti-mate- 
rial available. 

Look magazine also has a very worthwhile article. 
On February 3, 1959, this magazine published a 


(Continued on Page 1508) 
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Maternal Mortality Study 
1950-1954 


In the issue of THE JourNAL of the Michigan State Medical Society for February, 1955, a 
summary of the maternal mortality studies of deaths occurring in Michigan during 1950, 1951 
and 1952 were reported.’ It is now the intent of the Michigan State Medical Society Maternal 
Health Committee to discuss these studies through 1954, with various members of the Com- 
mittee subsequently contributing articles concerning the main causes of maternal deaths. 


t HIS ARTICLE deals with a series of 630 
maternal deaths that occurred during the period 
1950-1954 inclusive. We have included those al- 
ready reported’ in order to publish the entire 
group in accordance with the classifications used 
in “A Guide for Maternal Death Studies.”? 


complications of the pregnancy itself, from inter- 
vention elected or required by the pregnancy, or 
resulting from the chain of events initiated by the 
complication or the intervention. These deaths 
include those due to hemorrhage, toxemia, infec- 
tion, vascular accidents (such as air or amniotic 


TABLE I. NUMBER AND PER CENT OF MATERNAL DEATHS BY YEAR DUE TO DIRECT 
OBSTETRIC AND INDIRECT OBSTETRIC CAUSES* 
Michigan, 1950-1954 


Year } 1950 


Direct obstetric 

Indirect obstetric 

Non-related 

Undetermined 

Total 5 100.0 


142 


*Six cases which proved not to be maternal deaths were studied. 


TABLE II. NUMBER AND PER CENT OF MATERNAL DEATHS BY 


Year 50 1951 


| 
%_| No. 


White | 96 


3 

Negro 24.4] 40 
Other 1 1 
No record 0 5 


Total 5 100.0 


TABLE III. 


Good 
Poor 


None 


Total 5 100.0 


A Maternal Death is defined as the death of 
any woman from the beginning of pregnancy un- 
til ninety days after the termination of the preg- 
nancy, regardless of the manner of its termina- 
tion. 


A Direct Obstetric Death is one resulting from 
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Total 
No 
457 
158 
a 


9 


* PRENAT: 


100.0 5 100.0 


fluid embolism), anesthesia and others (such as 
molar pregency and transfusion reactions). 

An Indirect Obstetric Death is a death result- 
ing from disease originating before, or developing 
during pregnancy, which was obviously aggravated 


by the physiologic effects of the pregnancy. In- 
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MATERNAL MORTALITY STUDY 


cluded among these deaths are those due to car- 
diac, hypertensive vascular disease and embolism, 
reproductive tract, hepatic, pulmonary and meta- 
bolic diseases and others (such as appendicitis and 
peritonitis of non-puerperal origin). 


and regular prenatal care, and measures should 
be taken to improve the facilities for their ob- 
stetric care. 

The quality of prenatal care received is diffi- 
cult to assess from the records. Since one-fourth 


TABLE IV. NUMBER AND PER CENT OF PATIENTS REPORTED AS 
HAVING HAD PELVIC EXAMINATIONS 
PRIOR TO THE ONSET OF LABOR 


TABLE V. NUMBER AND PER CENT OF PATIENTS WHOSE PRENATAL 
CARE INCLUDED URINALYSIS 


1954 
No. 


79 


TABLE VI. NUMBER AND PER CENT OF PATIENTS WHOSE PRE- 
NATAL CARE INCLUDED HEMOGLOBIN ESTIMATION 


1950 1951 
No 


64 


Non-related deaths are those occurring during 
pregnancy or within 90 days of its termination 


from causes unrelated to the pregnancy, its com- 


plications or its management. These include such 
causes as communicable or infectious diseases, 
blood dyscrasias, malignancy, suicide, murder and 
accidents. 

This study is an educational and research proj- 
ect, conducted jointly by the Michigan State Medi- 
cal Society and the Michigan Department of 
Health. 

Table II demonstrates the disproportionately 
high incidence of maternal deaths among the 
Negro population of Michigan as compared with 
those in the white race. While only about 11 per 
cent of babies born in the state are Negro, their 
mothers account for 25 per cent of the maternal 
deaths. Many of these deaths can be attributed 
to lack of adequate prenatal care and the ex- 
cessively high rate of abortions, but many appear 
to have resulted from obstetrical mismanagement. 
Efforts must be made to impress upon this large 
sector of our population the importance of early 
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had received no prenatal care at all, it is evident 
that there has been a deficiency in the care given 
the women of this group as a whole. It is also 
apparent that those women who had poor or no 
prenatal care accounted for most of the maternal 
deaths. 

Tables IV, V and VI are inconclusive, for in 
many cases these examinations were reported as 
having been made after the patient had been 
hospitalized. While these tables are no criteria 
by which to judge the quality of the prenatal care, 
it is significant that as reported more than half of 
these patients did not have a pelvic examination 
before delivery; about the same percentage had 
no hemoglobin estimation, and only slightly more 
had urinalysis performed. There is an indication 
that more prenatal pelvic examinations were made 
in the last year of this study. 

It is not unexpected to find, as Table VII il- 
lustrates, that more maternal deaths occur in the 
age group twenty to twenty-nine years, since 62.2 
per cent of births occurred during this period. 
That almost as many deaths occurred in the group 
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MATERNAL MORTALITY STUDY 


of women from thirty to thirty-nine years of age 
in the first three years of the study, and more 
during the last two years may reflect the gradual 
increase in the size of families. It confirms the 
well-known fact that pregnancy becomes a greater 


TABLE VII. 


1950 


20-29 
30-39 
40+ 

No record 


Total 


TABLE VIII. FETAL OUTCOME 


263 


Liveborn 

Ectopic 

Abortion 
Undelivered 
Stillborn 
Chorioepithelioma 
Hydatid mole 

No record 


Liveborn 263* 


Fetal loss 347 


Total 
*A certain number of liveborn infants expired in the early neonatal 
period 


TABLE IX. 


TABLE X. 


AUTOPSY 


MATERNAL MORTALITY* BY YEAR ACCORDING TO INFORMATION 


Table X shows that there were, in truth, more 
maternal deaths each year than were so designated 


on death certificates. It also shows that there was 


no significant decrease in maternal death rates. 
This study has shown: 


AGE 


9.1 
39.4 
44.3 
7.5 


0 


100.0 





A need for more adequate records. 

A need for expanding facilities for precon- 
ceptional and prenatal information. 

The need for better understanding of obstetri- 
cal problems. 

A need for early recognition of complications. 
A need for more and earlier consultation 
services. 

A need for better prenatal care. 


PERFORMED 


ON DEATH 


CERTIFICATES AND THAT ASCERTAINED IN THIS STUDY 


1950 


No. Rate 


| 
Death certificate | 
Direct and indirect obstetric causes 


91 5.68 
100 6.24 


*Maternal deaths per 10,000 live births 


hazard after age thirty. The gradual increase in 
the number of deaths in the group of more ad- 
vanced age may also indicate failure to appreciate 
the need for prenatal care as parity increases. 


Table VIII points out that in 58 per cent of 
the cases of maternal death, the life of the fetus 
was also sacrificed. The obstetrician undertakes 
the responsibility of saving two human lives. 


Table IX demonstrates that while the autopsy 
rate is variable, there has been no significant im- 
provement in the percentage of autopsies per- 
formed over the five-year period. 
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1951 1952 1953 


No. Rate | No. Rate | No. Rate 


4.61 | 
6.01 


94 5.45 | 


f 82 
121 7.01 


107 


79 


112 


4.31 
6.12 


The Michigan Mortality Study has as its objec- 
tive not only decreasing the number of maternal 
deaths, but also the promotion of the physical and 
mental health of mothers during and after preg- 
nancy, and the prevention of loss, defect, or dis- 
ability of the fetus. It has been conducted anony- 
mously and objectively. There has been no critical 
or punitive motivation. 
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When you want to know, you want to know. 

But until recently there has been no unified 
facility to provide MSMS members with in- 
formation on the thousand and one non- 
scientific subjects of interest to the doctor of 
medicine. 


True, the Public Relations files of MSMS 
contained vast quantities of material, but dis- 
tribution to interested doctors was difficult 
since it was not catalogued and filed in a cen- 
tral location, 


Things are different now since the estab- 
lishment of a PR Library two years ago. And 
next year when MSMS moves its headquarters 
to the new building things will be nearly ideal. 
There, on the second floor, a large room has 
been allocated to the PR Library. It will be 
staffed by a part-time librarian who will ex- 
pedite the requests of doctors and devote study 
to the acquisition of new material to keep the 
Library up-to-date on items of current in- 
terest to Medicine. 


The public, too, will be served by the PR 
Library. All requests for bookings from the 
film catalogue will be handled by the librarian 
and public educational pamphlet and other re- 
quests will be a routine service. 


Those who will benefit most from the new 
service are the doctors and the county medical 
societies. To give you an idea of what can 
be provided, here is a much abbreviated 
list: medical-legal reviews, motion pictures, 
speeches, TV scripts, radio scripts, visual aids, 
tape recordings, transcriptions, how-to-do-it 
PR projects, periodicals, newspaper clipping 
morgue, graphic art, layout ideas, and a com- 
pilation of material through the years under 
headings of “Cost of Medical Care,” “Social- 
ized Medicine,” “State Legislation,” et cetera. 


The Library is being constructed in such a 
fashion that doctors visiting Lansing will have 
an opportunity to personally use this facility 
both to review and prepare materials. 


The MSMS Public Relations Committee has 
recommended the publication of a PR Library 
Catalogue to aid the individual doctor in util- 
izing the varied services of the new Library. 
This will be available in late 1959. 
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MSMS BUILDING RISES 


These photographs, taken on August 10, show the 
new building beginning to take shape. Soon the con- 
crete floor of the second story will be completed. It 
will rest on the main interior support pillars and 
temporary exterior wood shoring. 














Michigan State Medical Society 


Midsummer Session of the Council 


July 16-17, 1959 


HIGHLIGHTS 


Matters of high importance to MSMS members and to the future of the Society 
were decided by The Council at its July Session. Chief among the matters given 
consideration by The Council were: 


@ The Annual Report of The Council was approved for reference to the House 
of Delegates on September 27, 1959 in Grand Rapids. 


@ President-Elect Milton A. Darling, M.D., Detroit, announced the personnel of 
the 1959-60 MSMS Committees. 


@ T. P. Wickliffe, M.D., of Calumet, was elected Vice Chairman of The Council 
for the unexpired term. 


@ Progress report on the new MSMS building being erected in East Lansing was 
presented by K. H. Johnson, M.D., of Lansing, on behalf of the Committee on 
Big Look. (1) First payment to the three contractors ($22,606.62), due and 
payable, was authorized; (2) the liability policy of the Society was broadened to 
include the new construction; (3) acoustical consultants’ service, as recommended 
by the Architect, was authorized; (4) details of the cornerstone laying ceremonies 
scheduled for Sunday, September 27, 1959, were outlined and approved; (5) 
storm and sanitary sewer connections, costing $5,530.20 were authorized (tun- 
neling under M-78 will represent considerable saving to MSMS); (6) The Coun- 
cil authorized Treasurer Wm. A. Hyland, M.D., to establish a credit rating at 
a bank so that complete financing of the new MSMS building can be carried 
out during the next twelve months. 

Present MSMS building: Doctor Johnson also reported that Realtor Charles 
R. Green of Lansing is working on the sale of the MSMS property at 606 
Townsend Street, Lansing. Permission to erect his sales sign on the corner of 
the property was authorized. 


@ Four new contracts proposed by Michigan Medical Service were presented: 
Senior Contributory Benefit Certificate (age sixty-five and over); Non-group 
Community Enrollment Contributory Benefit Certificate; Employment Group 
Deductible Benefit Certificate; and Group Conversion Deductible Benefit Cer- 
tificate. After thorough discussion, the contracts, as previously approved by the 
MSMS Medical Care Insurance Committee, were approved by The Council 
by a vote of 15 ayes, 5 nays, with 4 abstaining. 

Consultant-representatives of the national Blue Shield Medical Care Plans 
were invited by The Council to meet with the MSMS Council or its designated 
representatives to discuss Michigan Medical Service contracts. 

The Council spelled out the function and operation of the Councilor District 
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Medical Care Insurance Committees in relation to county medical societies in 
the handling of complaints. 


®@ Medical Case Committee. After full consideration, The Council voiced no ob- 
jection to the establishment of this committee, as recommended by the Medical 
Advisory Committee to Michigan Hospital Service (Blue Cross). 


@ MSMS Group Health and Accident Program. The carrier, Provident Life and 
Accident Insurance Company of Chattanooga, Tennessee, announced a “claim 
bonus” beginning November 15, 1959 when all payments on disability claims will 
be increased by 10 per cent regardless of whether or not the claim had its be- 
ginning before or after that date. The Council approved mail notification of 
the “claim bonus” and expressed its thanks to Provident. 


@ MSMS Centennial Year. Since MSMS was founded in Detroit in 1865, The 
Council voted to schedule the 1965 Annual Session in that city. The Chair was 
authorized to appoint a Centennial Committee to arrange special features for 
the 1965 Centennial Session. 


® Two requests for the MSMS Directory of Members and four for use of the 
Addressograph were considered and approved. 


@ Legal Counsel] Lester P. Dodd presented several matters including: (1) survey 
of new MSMS property; (2) legal opinion re privileged communication and the 
ownership of hospital charts; (3) advice re possible illegal practice of medicine 
in certain areas of Michigan. 


®@ Confidentiality of hospital reports. The Council felt that the matter of preserv- 
ing the confidentiality of reports is one of vital concern to the medical profession; 
the question was referred to the Legislative Committee, which with the aid of 
Legal Counsel, is to study the problem and, if necessary, develop legislation. 


®@ Nominations for Michigan’s Foremost Family Physician Award for 1959 were 
made by The Council and referred to the House of Delegates. Archer A. Claytor, 
M.D., Saginaw; Simon Levin, M.D., Houghton; and Siegfried W. Thieme, M.D., 
of Ravenna. 


@ The monthly financial report was approved; bills payable were approved and 
payment authorized. 


@ Plans for a Forensic Medicine Institute, to be sponsored by MSMS and arranged 
for all interested members, were given full study; the recommendation to estab- 
lish this postgraduate course was approved. 


®@A modification in deadline for MSMS dues, suggested by the Wayne County 
Medical Society, was thoroughly discussed: The Council recommended that the 
Bylaws be changed so that a member is not in arrears if he pays 25 per cent of 
his total dues (county, state, and national) on or before April 1 and completes 
the payment of his AMA dues by June 30. The remainder of his dues may be 
paid upon arrangement with the county medical society secretary, but in any 
case must be completed within the current year, 


@ The Council approved the recommendation of the MSMS Geriatrics Committee: 
that county medical societies be urged to develop and/or improve medical liaison 
with county boards of supervisors and all county groups dealing with the care 
of patients—to improve patient care and decrease cost of such care, through 
proper medical advisory services. Close liaison will tend to obviate the disburse- 
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ment by county boards of supervisors of large amounts of welfare funds for 
medical purposes without professional medical advice. 


@ The Council allocated the twelve numbers of THE JOURNAL for the year 
1960. 


@ Request of Oakland County Medical Society for copies of MSMS Council and 
Executive Committee minutes was given full consideration. The consensus of 
The Council was that it would be impractical to circulate these minutes because 
official actions are often misleading unless one is present to gain full background 
information from the discussion; risk of wrong interpretation is probable unless 
the minutes are thoroughly understood. Legal pitfalls also were cited. The 
Council decided that highlights of the minutes of The Council and its Executive 
Committee shall be sent to all county medical society secretaries, upon request. 


@ Medical care of steelworkers. The June 24 Pittsburgh meeting of representatives 
of certain county medical societies of Pennsylvania (all in the 10th Councilor 
District), et al, called to discuss extensive service benefits and a system of com- 
mittee control to improve quality of medical care for steelworkers, was reported 
by G. Thomas McKean, M.D., Detroit, who attended this meeting as Wayne 
County Medical Society representative, 


@ Matters of mutual interest were discussed with (1) Michigan Health Com- 
missioner A, E. Heustis, M.D., who spoke on (a) reorganization of the Council 
of Health; (b) poliomyelitis vaccine and vaccination; (c) the Department’s 
crime-detection laboratory. (2) The Council also discussed matters of mutual 
interest with Michigan’s Insurance Commissioner Frank Blackford; (3) with the 
Michigan Hospital Association’s President and Secretary; (4) with the Michigan 


Crippled Children Commision; and (5) with the Michigan Health Council 
Board of Trustees. 


@ Public Relations Counsel H. W. Brenneman reported on (1) state and national 
legislation; (2) request of Citizens Advisory Committee for cooperation in its 
study of new laws, which cooperation was authorized by The Council; (3) prog- 
ress report on Michigan Association of the Professions which on July 17 had 
1,769 members; (4) fifth printing of the popular brochure “Planning Your 
Career.” 


®@ Committee Reports. The following reports were presented: (1) Committee to 
Study Feasibility of Greater Participation in Blue Shield, January 22 and March 
19 minutes; (2) Relative Value Study Committee (interim report); (3) Com- 
mittee on National Defense, June 24; (4) Medical Care Insurance Committee, 
July 15-16; (5) Tuberculosis Control Committee, July 1; and (6) Joint Con- 
ference on Aging, July 9. 


@ Appointments: at the request of the Michigan Office of Hospital Survey and 
Construction, The Council appointed two representatives, to meet with similar 
representatives of other groups on August 6, to discuss a proposed policy to make 
accreditation a requirement for receiving Hill-Burton grants. 

Other appointments: O, J. Preston, M.D., Flint, as Chairman of MSMS Occu- 
pational Medicine Committee. A. H. Hirschfeld, M.D., Detroit, A. Hazen Price, 
M.D., Detroit, and F. C. Swartz, M.D., Lansing, as MSMS representatives to 
pre-conference meeting July 28, Cleveland, on plans for Regional Conference 
on Aging scheduled for October. MSMS representatives to AMA Rural Health 
Advisory Council, meeting in Chicago, September 11 and 12: H. B. Zemmer, 
M.D., Lapeer, H. W. Brenneman, Lansing, and John A. Doherty, Lansing. 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





MASS VISION SCREENING FOR THREE 
AND FOUR YEAR OLDS 


Experimental programs conducted recently by the 
Vision Section, Division of Maternal and Child Health, 
in co-operation with two local health departments, and 
with the guidance and advice of the subcommittee of 
Ophthalmology of the Michigan State Medical Society’s 
Child Welfare Committee, have demonstrated the effec- 
tiveness of forceful health education campaigns in in- 
fluencing parents to avail themselves of vision screening 
opportunities offered for preschool children. These 
experimental programs were conducted in the Seminole 
School, Mount Clemens, in Macomb County, and on a 
county-wide basis in Grand Traverse County. 

For several years, vision screening for three and four 
year old children has been recognized as a much 
needed service. During the early years of rapid develop- 
ment, enduring attitudes are formed and learning is 
at its peak. During this time satisfactory vision is 
vital to normal development. For this reason it is 
considered important to find children with strabismus 
or with excesses of nearsightedness, farsightedness or 
astigmatism so that these may be corrected as early as 
possible. 

Less dramatic at the preschool age, but of serious 
consequence in later life if it is allowed to progress, is 
amblyopia exanopsia, commonly called “lazy eye.” This 
condition must be found early in order to secure treat- 
ment before irreparable damage has been done and one 
eye has become permanently impaired. School screen- 
ing does not reach the child at a young enough age. 

Excellent preschool vision screening programs had 
been made available in various places in the state, but 
only a small fraction of the total number of children 
who could have been helped by them were reached 
because parents did not make use of the service. Methods 
of screening were slow; frightened, unresponsive children 
were frequent. Our purpose was to determine if (1) 
programs could be carried on which would reach a 
larger proportion of these children, if a service were 
offered through a local health department and with 
total community support, and (2) if methods could 
be improved so that all children could be screened and 
at a faster pace. 

With the present birth rate, a total of 400,000 Michi- 
gan children are in this age bracket each year, a very 
sizable group. We knew that our biggest problems 
were: (1) To develop community awareness; (2) To 
get parental attention; (3) To stimulate a feeling of 
need; (4) To furnish a service which they would re- 
spect and seek out. 


The subject was new to the general public and its 
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success was entirely dependent upon the impact of in- 
formation as it reached the parent. It was recognized 
that careful preparation of health education materials 
which were to the point, and informative, careful timing 
in the use of these, and the effective use of local re- 
sources were undoubtedly basic for the success of the 
projects. 

Techniques used included: (1) Community group 
planning. These were considered local, not state pro- 
grams; (2) Press releases; (3) Radio interviews and 
spot announcements; (4) Television programs and spot 
announcements using slides; (5) Talks to parent groups; 
(6) Letters to parents; (7) Appointment cards: (8) 
A home teaching device; (9) Parent helpers from 
the community in getting lists of children, writing and 
mailing communications, telephoning and helping at the 
screening centers. 

The actual publicity campaign lasted four weeks. 
Group planning, however, began several months prior 
to the actual screening. Community groups brought 
into the planning and conducting of the program other 
than the local health department included: (1) local 
doctors; (2) Lions clubs; (3) school administrators and 
teachers; (4) local PTA’s. 

The number of parents who brought their children 
in for screening was our first basis for evaluation of the 
programs. Eighty per cent of the children in the three 
and four year old group in the school centered program 
and 50 per cent in the county-wide program were 
reached by this service. This was considered a better 
than average response. Our second basis for evaluation 
was the number of parents who took their children to 
doctors when such recommendations were made. This 
has proved to be well over 90 per cent. In addition, a 
new screening instrument and a home teaching device 
were developed which made it possible to adequately 
screen almost every child brought to the center. These 
will undoubtedly influence future programs, as speed, 
accuracy, and ease of screening are definitely improved 
by them. It has also been found that the teaching 
cards are a valuable tool for the doctor to use in his 
office and many have been supplied upon request to 
doctors. The new screening instrument will soon be on 
the market commercially. 

Of the 765 screened in the original projects, fifty-two 
were referred, twenty-six on visual acuity loss, and 
twenty-six on symptoms. All but two, whose symptoms 
cleared, have been examined by doctors. Doctors’ re- 
ports showed seven received medical or surgical treat- 
ment, twenty-five have been fitted with glasses, and 
thirteen diagnosed as having eye difficulty with no 
immediate treatment prescribed. All thirteen are to be 
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NOW SHE 

CAN COOK 

BREAKFAST 
AGAIN 


... WHEN YOU PRESCRIBE NEW 


MORNIDIN ED 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 
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(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(i cé@.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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In every arthritic state... 


WITHOUT STEROIDS 





MAINTENANCE THERAPY 
WITHOUT STEROIDS 
IS FUNDAMENTAL 


Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Each tablet contains: Bunim, J. J., and Polley, F. Het Ninth inter: 
Acetylsalicylic acid (5 gr.) : 300 mg national Congress on Rheumatic Diseases, 
: : Fa P Toronto, Ont. (June 25) 1957. 2. Report of 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medical Research Council @ 
° . Nuffield Foundation, Treatment of Rheumatoid 
Ascorbic acid 50 mg. Arthritis, British Medical Journal (April 13) 


Dried aluminum hydroxide gel....100 mg. Mma 


All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 


3 or 4 times daily. * + 
Pabirin 
Buffered Tablets 


SMITH-DORSEY: a division of The Wander Company - Lincoin, Nebraska » Peterborough, Canada 


Photographs show 2-stage 
Tandem Release disintegration. 








GREATER EASE in 
EXAMINATION AND TREATMENT 


with a 


RITTER 
UNIVERSAL TABLE 


Greater flexibility in a treatment table can make 
your office practice easier, more efficient. Such is 
the Ritter Universal Table. Here is a table that re- 
duces effort for both you and your patient. A touch 
of the toe to the convenient pedals floats the Ritter 
Table to the height desired. The motion of the table 
is barely noticeable, giving your patient a feeling of 
complete security at all times. 


The flexibility of the Universal Table is practically 
unlimited. It provides unusually effective facilities 
for an improved rectal posture (inverted knee-chest), 
Gyn and many other positions, including a relaxed 
approach in the treatment of child or baby. 


The extreme low position of the Ritter Universal 
Table enables the debilitated or the elderly patient 
to get onto the table without a painful and at times 
hazardous maneuver. Table rotation of 180° saves 
you many steps each day and the rotation lock holds 
the table in any desired position. 

Expertly designed, carefully built, this Ritter Uni- 
versal Table is a sound long-term investment in con- 
venience and efficiency—everything about the table 
speaks quality from its eye-appealing exterior to its 
innermost working parts. 


Call us today, and we will be glad to arrange a 
demonstration of this table at your convenience. 


NOBLE-BLACKMER, INC. 
267 W. Michigan 28148 
Jackson, Michigan 





In Memoriam 





AXEL W. ANDERSON, M.D., eighty-two, Lake- 
wood physician, died July 2, 1959. 

Doctor Anderson was born in Sweden. He received a 
Bachelor of Science degree in 1903 from Northwestern 
University and a Doctor of Medicine degree there in 
1905. He was a staff member of South Shore Hos- 
pital in Chicago until 1943. 

Doctor Anderson had been a summer visitor in Lake- 
wood, north of Muskegon, since 1912, and a permanent 
resident for the last 16 years. He was on the advisory 
staffs at Hackley and Mercy Hospitals in Muskegon. 

Doctor Anderson had been a member of the White- 
hall Masonic Lodge for 40 years. 


ALFRED E. HOLLARD, M.D., seventy-six, Belding 
physician, died July 1, 1959. 

Doctor Hollard was born in Alton, Ill. He was 
graduated from Washington University in St. Louis, Mo., 
and the Chicago College of Medicine. He entered the 
medical profession in 1914 when he went to a remote 
part of the Upper Peninsula and served as the physician 
in a lumber camp. He practiced a short time in Grand 
Rapids before setting up his life-long practice in Belding 
40 years ago. For 39 years he served as the city’s health 
officer. Doctor Hollard was honored by the community 
in a public open house in October of 1957. 


Doctor Hollard was a member of the Ionia Elks, the 
Belding Sportsman’s Club and the First Congregational 
Church. He retired several years ago from the National 
Guard with the rank of major. 


MEDICAL PUBLICITY 
(Continued from Page 1494) 


report on hospitals which produced a tremendous 
reaction. The July 7 number has another article 
titled “Hospitals Can Give Patients a Break.” This 
article touches upon many topics which would be 
an improvement, and it is a very favorable presen- 
tation. 

The University of Michigan study of the cost 
of hospital and medical care will be completed 
and ready for report to the public in May, 1960. 
It might be well if the House of Delegates would 
wait to see the results of this study before making 
changes in M-75. 


MSMS annually provides thousands of medical facts 
to thousands of people in hundreds of meetings. 


JMSMS 
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Doctors, too, like “Premarin” 


HE doctor’s room in the hospital 

is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 








simultaneous application of 


CONTINUOUS 
OR PULSED 
ULTRASOUND Joon 


ia UT-400 
and MS-300 


ELECTRICAL COMBINATION 
STIMULATION 


Simultaneous 
use of the Burdick 
UT-400 Ultrasound unit 
and the new MS-300 Muscle 
Stimulator offers a new dimension in 
ultrasonic therapy —combining the 
massage action of electrical stimula- 
tion with the established physiological 
effects of ultrasound. 
For complete information call your 
Burdick representative or write us, 
The MS-300 Stimulator has been approved by 
the F.C.C. for use in conjunction with the UT-400 
Ultrasound unit. 


THE BURDICK 
CORPORATION 


MILTON, WISCONSIN 


Branch Offices: 
New York * Chicago * Atlanta * Los Angeles 


Dealers in all principal cities 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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Communications 








Dear Dr. Haughey: 


The Medical and Chirurgical Faculty of the State 
of Maryland ‘Maryland State Medical Association) has, 
for many years, expressed concern over the inroads the 
Veterans Administration Hospitals are making into the 
realm of the private practice of medicine. In order to 
combat the fantastic growth of treatment of non-service 
connected ailments of veterans, the Faculty has passed 
many resolutions condemning this practice and urging 
that something concrete be done to curtail or stop this 
insidious growth. 

The Faculty’s House of Delegates at its 1959 Annual 
Meeting passed a resolution that all component medical 
societies of the American Medical Association be con- 
tacted and urged to support the Faculty’s stand in this 
respect. 

As a result of a letter sent to every AMA component 
medical society, eleven answers have been received all 
in the affirmative. 

It is anticipated that other societies will also reply 
in the affirmative and that full support to this projected 
concerted action will be forthcoming from them as well. 

I sincerely hope that you will see fit to publish this 
letter and alert your readers to the steps that are being 
contemplated along these lines, not the least of which 
is the hope that an appropriate resolution will be intro- 
duced in the AMA’s House of Delegates at its clinical 
session in Dallas in December. 

Sincerely, 

Amos R. Koontz, M.D., Chairman 
Committee on Veterans’ Medical Care 


Baltimore, Maryland 
July 24, 1959 


MASS VISION SCREENING FOR 
THREE AND FOUR YEAR OLDS 


(Continued from Page 1504) 


watched with return visits to the doctors already sched- 
uled. Five, upon examination, were found not to have 
an eye problem. These five were all referred on symp- 
toms such as excessive rubbing, watering, or complaining. 

Of particular interest are two children receiving medi- 
cal treatment. One case was diagnosed as rheumatic 
fever and one as malnutrition. Several children have 
already had surgery for muscle problems. 

The feelings of one parent who appreciated his son’s 
serious eye problem being found at such an early age 
were indicated by his contribution of $100.00 to the 
local Lions Club in order to insure the continuation of 
the program. Parent satisfaction will influence future 
programs and it is hoped that even larger percentages 
of children can be reached as programs are repeated 
and prove their worth. Through them a great deal 
of irreparable damage can be prevented. 

The outcome of the experimental project has proved, 
without a doubt, that such projects are both possible 
and practical on a large scale basis. 


MSMS acts as a unified ONE for the benefit of 
MANY. 


JMSMS 
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A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,»., an essential 
vitamin for growth and the fundamental 
metabolic processes. 





Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 


coco) SR TARAS mmc 


on food or in liquids. 





Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 





Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 








REDISOL 


cyanocobalamin, Crystalline Vitamin B12 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK & CO., INC 
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MICHIGAN AUTHORS 


Harry M. Nelson, M.D., Detroit, is the authcr of a 
case report on “Cystosarcoma Phyllodes” which appeared 
in “CA,” the bulletin of cancer progress published by 
the American Cancer Society, June, 1959. He also is 
the author of an original article, ““The Cytology Program 
of the American Cancer Society,’ which appeared in 
ACTA Union Internationale Contrelecancer, second 
number of 1959. 

Samuel J. Levin, M.D., Detroit, is the author of an 
original article, ‘‘Aminophylline (Theophylline) in Pe- 
diatrics,"’ which appeared in the Quarterly Review of 
Pediatrics, April-June, 1959. He also is the author of 
an original article, “The Management of the Acute At- 
tack of Asthma in Childhood,” which appeared in JAMA, 
April, 1959. 

Richard C. Schneider, M.D., Jack J. Williams, M.D., 
and Leopold Liss, M.D., Ann Arbor, are the authors of 
an article entitled “Fatality after Injection of Sclerosing 
Agent to Precipitate Fibro-Osseous Proliferation,’ pub- 
lished in The Journal of the American Medical Associa- 
tion, August 8, 1959. 

Alfred M. Large, M.D., F.A.C.S., and Charles G. 
Johnston, M.D., F.A.C.S., Detroit, are the authors of 
an article entitled “The Partial or Complete Portcaval 
Shunt,” published in Surgery, Gynecology and Obstet- 
rics, July, 1959. 

William H. Lakey, M.D., Ann Arbor, is the author of 
an article entitled “The Artificial Kidney Unit of the 
University of Michigan Medical Center,” published in 
the University of Michigan Medical Bulletin, April, 1959. 

Jack Lapids, M.D., Alexander Barry, M.D., Saul I. 
Harrison, M.D., George H. Lowrey, M.D., Gardner M. 
Riley, M.D., and David H. P. Streeten, M.D., Ann 
Arbor, are the authors of a symposium on ‘‘Ambisexual- 
ism,’ presented at the University of Michigan Medical 
Center, Ann Arbor, on February 24, 1959 for the Sec- 
tion of Urology Seminar, and published in the University 
of Michigan Medical Bulletin, April, 1959. 

J. Reimer Wolter, M.D., Ann Arbor, is the author of 
an article entitled “The Trabecular Endothelium,” pub- 
lished in AMA Archives of Ophthalmology, June, 1959. 

John W. Rebuck, M.D., Detroit, is the author of an 
“Mammalian Antibody-Membrane Rela- 
tionships,” published in the University of Michigan 
Medical Bulletin, May, 1959. 

Ellery T. Drake, M.D., and Glen D. Dobben, M.D., 
Detroit, are the authors of an article entitled ‘“Leiomyo- 
sarcoma of the Uterus with Unusual Metastases,” pub- 
lished in the Journal of the American Medical Associa- 
tion, July 11, 1959. 


article entitled 
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W. W. Glas, M.D., Eloise, is the author of an article 
entitled “Sigmoid Colon Pull-Through Procedure for 
Rectovaginal Fistula,’ published in AMA Archives of 
Surgery, July, 1959. 

J. Reimer Wolter, M.D., Ann Arbor, is the author of 
an article entitled “Neuropathology of the Trabeculum 
in Open-Angle Glaucoma,” published in AMA Archives 
of Ophthalmology, July, 1959. 

Albert C. Johnston, M.D., Cornelius E. McCole, M.D., 
and Gerald A. LoGrippo, M.D., Detroit, are the authors 
of an article entitled “Penetrating Keratoplasty in Rab- 
bits,” published in AMA Archives of Ophthalmology, 
July, 1959. 

Victoria L. Beckett, M.D., and Michael J. Brennan, 
M,D., Detroit, are the authors of an article entitled 
“Treatment of Advanced Breast Cancer with Fluoxy- 
mesterone (Halotestin),” published in Surgery, Gynec- 
ology and Obstetrics, August, 1959. 

Thomas H. Snider, M.D., John P. Stevens, M.D., 
Freeman M. Wilner, M.D., and Benjamin M. Lewis, 
M.D., Dearborn, are the authors of an article entitled 
“Simple Bedside Test of Respiratory Function,” pub- 
lished in the Journal of the American Medical Associa- 
tion, August 1, 1959. 

Boy Frame, M.D., and Raymond Mellinger, M.D., 
Detroit, are the authors of an article entitled “Clinical 
Evaluation of Renal Tubular Phosphorus Reabsorption 
Test,” published in the Henry Ford Hospital Medical 
Bulletin, June, 1959. 

William S. Haubrich, M.D., John H. L. Watson, 
Ph.D., William O’Driscoll, M.D., and Virginia Valentine, 
Detroit, are the authors of an article entitled “Electron 
Microscopy of the Free Border of the Human Intestinal 
Epithelial Cell,” published in the Henry Ford Hospital 
Medical Bulletin, June, 1959. 

Irving I. Edgar, M.D., Detroit, is the author of an 
article entitled “Shakespeare’s Hamlet and the Melan- 
choly of the Sixteenth Century,” published in The Psy- 
chiatric Quarterly Supplement, Vol. 32, Part I, 1958. 

Morton R. Lazar, M.D., and Harvey A. Krieger, 
M.D., Detroit, are the authors of an article entitled 
“Blood Loss in Vaginal Surgery: A Comparative Study,” 
published in Obstetrics and Gynecology, June, 1959. 

* * * 

The Chicago Diabetes Association will conduct its 
third annual Symposium on Diabetes Mellitus at Thorne 
Hall, Northwestern University, 740 North Lake Shore 
Drive, Chicago, Thursday, October 1. 

* * * 

The Michigan Diabetes Association once again spon- 

sored a summer camp for diabetic children. Camp 
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in Acne 


Routine cleansing with pHisoHex augments 
standard acne therapy. “No patient failed to 
improve.”? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


pilisotiex 


(antibacterial detergent, nonalkaline, nonirritating, hypoallergenic) 


ips the balance for superior results 


())) LABORATORIES 

1. Hodges, F.T.: New York 18, 8. ¥. 
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(Continued from Page 1512) 
Midicha, near Lapeer, served more than fifty children 
this summer, providing them with a well-rounded, di- 
versified activities program. Contributions made it pos- 
sible for the camp to serve many youngsters who were 
unable to pay the full camp fee. The Michigan Diabetes 
Association is to be congratulated for this fine service 
to children of this state. 
* ” * 

A “heart monitor” developed by William F. Veling, 
M.D., Detroit, was demonstrated at Atlantic City in 
the scientific exhibit at the American Medical Asso- 
ciation Convention. The new medical instrument is ex- 
pected to reduce surgical risks by signaling physicians 


instantly when it becomes necessary to perform heart 
massage or other forms of resuscitation. The small de- 
vice, less than five inches long and weighing only six 
ounces, is usually strapped to a patient’s left forearm 
with an electrode, connected to the monitor by a small 
wire, strapped to the right forearm. The monitor is 
simple to operate and does not require constant adjust- 
ment or visual or manual attention of the operating-room 
personnel. The audible signal can be replaced by a 
light signal. 
* * * 

The University of Michigan Medical School will hold 
its Seventh Triennial Alumni Reunion October 14-17. 
The program will be chiefly scientific in nature high- 
lighting medical progress during the past three years 
by means of clinics, professional exhibits, reports on cur- 
rent medical research and televised patient demonstra- 
tions over the hospital’s closed circuit color system. 

Returning alumni also will hold class reunions and 
will tour the U-M’s new $8'/2-million medical science 
building, first occupied last fall. 


* * 


The New York Academy of Medicine will hold its 
Third Annual Postgraduate Week (formerly the Gradu- 
ate Fortnight) beginning October 5. The title of the 
program will be “Research Contributions To Clinical 
Practice.” 

os * * 

Roger B. Nelson, M.D., Ann Arbor, has been chosen 
president-elect of the Michigan Hospital Association 
which represents about 225 hospitals throughout the 
state. He will take office as president in 1960. 

Dr. Nelson has been active on the professional council 

(Continued on Page 1516) 
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Xylocaine Viscous provides quick-acting and pro- 
longed surface anesthesia for sore and painful 
throats, particularly those occurring after tonsillec- 
tomy and adenoidectomy. Its cherry-flavored, water- 
soluble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and nonsensitizing. 
Dose: 1 teaspoonful, swished around in the mouth 
and then swallowed slowly. 




















Write for additional information regarding other 

uses which include management of hiccup and reflex 
vomiting, as well as relief of discomfort associated 

with laryngoscopy, esophagoscopy, gastroscopy and 2. 
the passage of esophageal and gastric tubes. P4 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


xXYLOCAINE’ VISCOUS 


for better doctor-patient relationship 


U.S. PATENT NO. 2,441,498 MADEIN U.S.A. 
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(Continued from Page 1514) 
of the Association since 1951. Doctor Nelson has been 
assistant director of the University of Michigan Hos- 
pital since 1950. 
* . * 

The Escanaba Press of August 30 reprinted a photo- 
graph showing the late L. Fernald Foster, M.D., being 
named honorary fire chief of Manistique in 1951 when 
James H. Fyvie, M.D., was mayor. This photograph had 
been reproduced in the July JMSMS pages dedicated to 


the late Doctor Foster. 
* * * 


Smith Kline & French Foundation disbursed $1,240,- 
251 in grants to science, education and charity during 
1957 and 1958, it was disclosed today in a report re- 
leased by the trustees of the organization. This brought 
to $2,698,127 the amount given by the Foundation since 
its inception in December, 1952. The foundation is 
established “for the more effective administration and 
distribution of the company’s philanthropic contribu- 
tions.” 

* * — 

The University of Michigan has appointed A. C. 
Furstenberg, M.D., dean of the Medical School now on 
retirement furlough, as consultant for medical develop- 
ment for July 1, 1959 to June 30, 1960. 

* * * 

The Institute of Industrial Health of the University 
of Cincinnati announces a course of instruction in In- 
dustrial Eye Problems, January 18-22, 1960. Emphasis 
throughout will be on the needs of the industrial physi- 
cian. 

* * * 

Richard C. Bates, M.D., Lansing, was guest speaker 
at the Midwest meeting of the American Society of As- 
sociation Executives in Chicago, July 30. His subject 
was “How to Get a Heart Attack.” 

Wm. J. Burns, MSMS Executive Director, was toast- 
master for the ASAE banquet at which Dr. Bates spoke. 
. * * 

The World Medical Association announces that The 
Council of the British Medical Association is making its 
library available to visiting doctors who are members of 
the member associations that hold membership in the 
WMA. This new arrangement is another effort in the 
promotion of contacts between the medical profession 


in different countries. 
* * * 


The Omaha Mid-West Clinical Society will conduct 
its 27th annual postgraduate session, November 2-5. A 
major highlight will be a panel on “Antibiotics—Com- 
plications of Indiscriminate Use.” 

* * * 

A Symposium on Evaluation of Early Diagnosis of 
Cancer will be conducted October 26-27 at the Biltmore 
Hotel, New York city, by the American Cancer Society. 
This scientific session will be of interest to all doctors of 
medicine, especially to general practitioners. 

* * * 

The Association of American Physicians and Surgeons 

has available copies of “Foreign Aid and You,” the first 
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A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...’’! “Patients reported an increase in 
alertness, vitality and sense of well being.’ 


PRESCRIBE RITONIC 


for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 5 mg. . 
methyltestosterone 1.25 mg. iia gg ER 


ethinyl estradiol 5 micrograms ye ‘Ss S 
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dicalcium phosphate 250 mg. =~ oa 
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Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 
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(Continued from Page 1516) 
report by the Citizens Foreign Aid Committee. The 
AAPS office is at 185 North Wabash, Chicago 1, Illinois. 
* * # 

Marquette County organizations will have the oppor- 
tunity this fall to feature physicians at their meet- 
ings to talk on various phases of the heart. The 
“Speakers Bureau’? approach is being developed by 
the Marquette County Heart Unit as an educational 
project. 

* . * 

The Muskegon County Medical Society crash polio 
inoculation program this summer was termed a success 
but the doctors of medicine warned that there “is no 
cause for complacency.” The Society became concerned 
when it was discovered that only 50 per cent of the 
county population had been vaccinated. The figure was 
raised to 65 per cent at nineteen Summer clinics through- 
out the county. Nurses, PTA leaders and many others 
cooperated in the project which saw 11,542 file through 
the immunization lines, 

* - 7 

Lester P. Dodd, legal counsel for MSMS, delivered 
the featured address at three component society meet- 
ings recently. He spoke to joint meetings of the Ma- 
comb County Medical Society and Bar Association, and 
the Alpena-Alcona-Presque Isle Medical Society and 
Bar Association, and also to the Bay County Medical 
Society. 

” * * 

Polio Vaccines.—Even though the Salk vaccine was 
developed and proved effective four years ago, only 
67.9 million Americans of a total population of 177.3 
million have been fully vaccinated against polio. 

Estimates for July 1, 1959, show that 68 per cent of 
the highly susceptible group of persons under twenty 
years of age have completed the Salk inoculations. With- 
in this group the most susceptible of all are preschool 
children, of whom only 51 per cent completed the Salk 
shots. 

Another population segment running a high risk of 
polio is in the age group from twenty to thirty-nine, 
of whom only 34 per cent have been fully inoculated. Of 
those over forty, 91 per cent have not been fully vac- 
cinated. 

Further figures show that considerable numbers of 
people started the series of Salk inoculations but have 
not yet completed them. ‘Six million received one shot 
and nearly 12 million received two. Among those under 
twenty years of age, the breakdown is 5 per cent receiv- 
ing one shot and 11 per cent receiving two. 

* * # 

Trichinosis.—The average American is estimated to 
consume three servings of infected pork a year, according 
to the latest issue of Patterns of Disease. Thus trichi- 
nosis, a disease due to infestation of pork by trichinae, 
There is no 
specific treatment but the disease can be prevented 
simply by cooking pork at 140 degrees F. at least thirty 
minutes per pound. 


becomes a major public health problem. 


* * * 
(Continued on Page 1520) 
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Continued from Page 1518) 

A. C. Furstenberg, M.D., dean of the University of 
Michigan Medical School, now on retirement furlough, 
has been appointed as consultant for medical develop- 
ment for the period from July 1, 1959 to June 30, 1960. 

* * 

Louis R. Zako, M.D., of Oakwood Hospital, Dearborn, 
was presented with a certificate of award for Graduate 
Resident training in General Practice at the regular 
luncheon meeting of the Wayne County Academy of 
General Practice, June 17 at Wayne County Medical 
Society. 

In 1952, the American Academy of General Practice 
established a program of scholarship awards to assist 
recent medical graduates interested in general practice 
to complete a general practice residency. Funds for 
the program are provided by Mead Johnson & Company, 
manufacturers of infant nutritional products. This spring, 
ten young physicians are completing a year of graduate 
training under this scholarship program. 

The number of awards has been increased to twenty 
this year, Each of the twenty physicians is scheduled 
to receive a $1,000 award when he starts his training 
in an approved general practice residency this summer. 
Ihe twenty winners of the 1959 awards were selected 
from interns and medical officers on active duty who 
are interested in general practice as a career and who 
are in a position to start a general practice residency 
in 1959 

‘Sud 

University of Michigan Promotions.—The Board of 
Regents of the University of Michigan has announced 
the following promotions in the Medical School: 


To Professor: Dr. Murray R. Abell (Pathology), 
Dr. William H. Beierwaltes (Internal Medicine), Dr. 
Fred M. Davenport (Internal Medicine), Dr. Harold 
F. Falls (Ophthalmology), Philipp Gerhardt (Bacteri- 
ology), Dr. Bruce D. Graham (Pediatrics), Dr. Sibley 
W. Hoobler (Internal Medicine), Edwin C. Pliske (Ana- 
tomy), Dr. Delbert E. Boblitt (Radiology), Dr. Ralph 
L. Brandt (Internal Medicine), Dr. Frederick J. Con- 
way (Internal Medicine), Dr. John R. Gosling (Ob- 
stetrics and Gynecology), Dr. Donald J. Holmes (Psy- 
chiatry), Bruce Levenberg (Biological Chemistry), Dr. 
Hsi Y. Liu (Pediatrics), Richard L. Malvin (Physi- 
ology), Lawrence B. Mellett (Pharmacology), Dr. Ber- 
nard Naylor (Pathology), Dr. Leon D. Ostrander (In- 
ternal Medicine), Dr. Roy Patterson (Internal Medi- 
cine), Dr. Edwin M. Smith (Physical Medicine and 
Rehabilitation ) . 

To Associate Professor: Dr. Arthur B. French (Inter- 
nal Medicine), Gerald P. Hodge (Medical Illustration), 
Dr. James A. McLean (Internal Medicine), Dr. Ernest 
W. Reynolds, Jr. (Internal Medicine), Dr. Wallace W. 
Tourtellotte (Neurology), Dr. Charles J. Tupper (In- 
ternal Medicine), Dr. Park W. Willia, III (Internal 
Medicine). 


* oa * 


A $20,000,000 gift from the Leonard C. Hanna, Jr., 
Fund to Western Reserve University’s School of Medi- 
cine and University Hospitals of Cleveland will be 
used for building and endowment purposes according 
to officials of the two institutions. Each institution will 
receive $10,000,000. 
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(Continued from Page 1520) 

Chairman of the University Medical Center Develop- 
ment Committee is George M. Humphrey, former U. S. 
secretary of the treasury. Under his leadership the 
group hopes to raise $40,000,000 in the next 10 years 
to expand the joint facilities of the WRU School of 
Medicine and University Hospitals. 

WRU President John S. Millis said that approximately 
$7,000,000 of the $10,000,000 gift designated for Re- 
serve would go into the endowment fund to increase 
medical faculty salaries. The balance will go with 
matching federal funds to modernize the present medical 
school building and to erect an additional five-story 
structure. According to Dr. Millis, $1,300,000 of the 
watching federal funds have been received to date. 

Stanley A. Ferguson, director of University Hospitals, 
said that the $10,000,000 coming to his organization 
would be used for buildings and equipment. 

* * 7. 

Artificial Insemination.—America’s 100,000 test-tube 
babies should be left in a legal no-man’s land, for the 
time being at least. This recommendation comes from 
Professor Emeritus Burke Shartel and Prof. Marcus 
Plant of the University of Michigan Law School. In 
their new book, “The Law of Medical Practice,” they 
say a tight veil of secrecy surrounding artificial insem- 
ination has enabled most children conceived this way 
to avoid any social stigma. From a strictly legal stand- 
point children born following artificial insemination by 


us nla can pe a 


an outside donor are not legitimate. 

Where a mixture from both the husband and an out- 
side donor is used, it is “‘practically impossible” to over- 
come the inferred paternity of the husband, the law 
professors add. 

To date, they continue, there is no record of any 
doctor being sued, charged with a crime, or otherwise 
made subject to unfavorable publicity for performing 
an artificial insemination. And only a “very few” 
children conceived this way have had their true origin 
made public—usually when the husband and wife later 
have a major marital smashup. 

The University experts make these suggestions to doc- 
tors and couples considering artificial insemination: 


Use this method only when all reasonable attempts 
to cause procreation by the husband have failed. 
Keep the artificial insemination absolutely secret. 
Only three people—the married couple and the 
doctor—ever need know it has been done. 

Be sure the couple, especially the husband, are 
psychologically stable and prepared to have children 
this way. 

Have both husband and wife consent in writing 
in advance. 

Provide the same care and support for a child 
conceived this way as any child is entitled to have. 
Avoid any chance that the child might lose his 
inheritance, make provision for him in a will or 


more 
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trust, neither of which requires any disclosure of the National Library of Medicine; keeping the country’s 
the child’s origin. meteorological records before the present Weather Bureau 
* * # was set up; basic studies on digestive disorders by Army 

Gallup Poll.—Of all the things you buy or the services 
you pay for which one irritates you most because of 


high prices? 


Surgeon William Beaumont; publication of the first 
American textbooks on psychiatry and surgery; introduc- 
tion of smallpox vaccination into the United States; and 


pioneering civilian hospital planning and construction in 
Food bills America 


Utilities a ; * * * 
Medical bills 


The University of Michigan Medical School, with 
Gasoline 


over 5,000 living graduates, will hold its Seventh Trien- 


Automobiles . nial Alumni Reunion, October 14-17. 


Repairs (TV, auto, etc.) 5 
Other . 23 
8 


None, don’t know 


The program will be chiefly scientific in nature, high- 
lighting medical progress during the pass three years by 
means of clinics, professional exhibits, reports on cur- 


Detroit Free Press, July 24, 1959 
os om * 

Army Medical Service achievements have helped to 
protect the health of the nation, as well as the Army, 
over the years. Among those accomplishments widely 
associated with the Army are: The identification of the 
Asian Influenza virus in 1957; the development of new 
drugs for protection against typhus fevers and malaria; 
pioneering in the use of plastics for artificial eyes; con- 
quering of yellow fever in Panama; pioneering the medi- 
cal use of x-rays; development of the punch card sys- 
tem for statistical data; building up of the “Surgeon 
General’s Library” which has since been removed to the 
jurisdiction of the Public Health Service, and renamed 


rent medical research and televised patient demonstra- 
tions over the hospital’s closed circuit color system. 

The major non-medical activity will be the Michigan- 
Northwestern football game October 17. In addition, re- 
turning alumni will hold class reunions, and will tour 
the University’s new $8'/2-million medical sciences build- 
ing, first occupied last fall. 

Alumni will have their first chance to meet William 
N. Hubbard, Jr., M.D., who became dean of the medical 
school July 1, 1959, as successor to the retiring dean, 
A. C. Furstenberg, M.D. 

The last triennial reunion was held in September, 
1956 


This summer, invitations are again going to graduates 


the “full-range” oral hypoglycemic agent... 
lowers blood sugar in mild, moderate, and 
severe diabetes, in children and adults 


trade mark, brand of Phenformin 
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fonylureas in chemical structure, mode of action and spectrum of activity... usually effective 
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3 out of every 4 stable adult diabetics are satisfactorily 
and comfortably regulated with DBI. 


no Clinical toxicity in over 3000 patients studied 
closely for varying periods up to nearly three 


years. 
2 out of every 3 brittle diabetics (juvenile or adult) enjoy 


better stabilization and easier management with 
combination of DBI and injected insulin. The 
smooth, gradual onset of blood-sugar lowering 
action helps prevent dangerous shifts between 
hypoglycemic reactions and hyperglycemic keto- 
acidosis. 


On a “start-low-go-slow” dosage pattern, DBI is 
relatively well tolerated. Gastrointestinal reactions 
occur most frequently in dosages exceeding the 
practical maximum 150 mg. daily, but abate 
promptly upon reduction of dosage or withdrawal 
of DBI. 


The physician prescribing DBI should be thor- 
oughly familiar with its indications, dosage, 
possible side effects, precautions and contra- 
indications, etc. 


DBI (N!-6-phenethylbiguanide HCl) is available as 
white, scored tablets of 25 mg. each, bottle of 100. 


Write for detailed literature. 


u. s. vitamin & pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. Y. 


sulfonylurea failures — secondary failures and pri- 
mary resistant patients may respond to DBI alone, 
or combined with a sulfonylurea. 
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of the medical school and to all doctors who completed 
intern or residency training at the U-M hospital. 

The reunion will also help mark the 90th anniversary 
of the hospital, the nation’s first to be owned and oper- 
ated by a university in connection with its own medical 
school. 

Chairmen of committees specially appointed for the 
reunion are: John M. Sheldon, M.D. (Program); H. 
Marvin Pollard, M.D. (Housing); William H. Beier- 
waltes, M.D. (Registration) ; Harry A. Towsley, M.D. 
(Reception and Entertainment) ; Reed M. Nesbit, M.D. 
(Banquet); Arthur C. Curtis, M.D. (Professional ex- 
hibits) ; Fred J. Hodges, M.D. (Visual Education) ; Wil- 
liam Bender, Jr., M.A. (Publicity). 


* * * 


“‘Mouth-to-Mouth” Artificial Respiration.—The Amer- 
ican Red Cross has announced official adoption of the 
“mouth-to-mouth” technique of artificial respiration for 
adults as well as children. Teaching of the method in 
Red Cross first aid and water safety courses will begin 
immediately. 

The technique was declared the most practical in a 
unanimous verdict of a committee of the National Acad- 
emy of Sciences-National Research Council after a 
thorough review of artificial respiration data. 

A. W. Cantwell, national director of Red Cross Safety 
Services, explained that the Red Cross delayed an- 
nouncement of its adoption of the method only long 
enough to prepare and have published an instruction 
manual for use of its volunteer class instructors. Distri- 
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bution of copies of this manual to the 3,700 Red Cross 
Chapters was completed early in July. It was issued 
as a supplement to the most recent edition of the Red 
Cross First Aid Textbook, published in 1957. 

The technique, also called ‘“mouth-to-nose” respira- 
tion, dates back to Biblical times. 

Instructions on performing this type of resuscitation, 
to be started immediately on discovery of the uncon- 
scious person, are as follows: 

If there is foreign matter visible in the mouth, wipe 
it out quickly with the fingers or with a cloth wrapped 
around the fingers. 

Then tilt the head back so the chin is pointing up- 
ward. Pull or push the jaw into a jutting-out position. 
These maneuvers should relieve obstruction of the air- 
way by moving the base of the tongue away from the 
back of the throat. 


- * 7 


The American College of Physicians announces seven 
regional postgraduate courses in Internal Medicine: 
(1) September 28-October 2, Washington, D. C.; (2) 
October 5-9, Buffalo, N. Y.; (3) November 2-6, Syra- 
cuse, N. Y.; (4) November 30-December 4, New Or- 
leans; (5) January 11-15, 1960, New York City; (6) 
January 25-29, Detroit, Michigan (This one will be held 
at Henry Ford Hospital); (7) February 8-12, 1960, 
New York City. Registration information: E. R. Love- 
land, Exec. Secretary, 4200 Pine Street, Philadelphia 4, 
Pennsylvania. 


(Continued on Page 1526) 
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(Continued from Page 1524) 

A Chrysler Fund Contribution of $22,500 to the Na- 
tional Fund for Medical Education was presented by 
Chrysler Corporation Vice President John D. Leary 
(right) to John S. Bugas, vice president of Ford Motor 


Company, and chairman of the automotive division of 
the National Fund for Medical Education. The Na- 
tional Fund for Medical Education annually awards 
grants to each of the nation’s eighty-two medical schools 
to support basic medical research in the conquest of 
disease, and to improve standards of medical education 
in the individual schools. 


Three appointments to the faculty of The University 
of Michigan Medical School faculty were approved by 
the Regents July 24, 1959. 

F. Gaynor Evans (Ph.D.), professor of anatomy at 
Wayne State University College of Medicine and a 
member of the Wayne faculty since 1945, was appointed 
professor of anatomy, beginning with the 1959-60 Uni- 
versity year. 

Theodore O. Sippel (Ph.D.), senior instructor in the 
Department of Anatomy at Western Reserve University 
in Cleveland since 1957, was named as assistant profes- 
sor of anatomy, beginning Sept. 15, 1959. 

Brian F. McCabe, M.D., who has just finished four 
years of training on the staff of the U-M Department 
of Otolaryngology, was appointed an instructor in oto- 
laryngology, three-fourths time, beginning July 1, 1959, 
with the privilege of private practice in the University 
Hospital. 

Leave of absence was granted Dr. Robert J. Bolt, 
associate professor of internal medicine, from September 
1, 1959 to January 1, 1960 so that he might accept an 
invitation as lecturer in medicine at Louvain University 
in Belgium. 

. * * 


Hospitals in the United States cared for 700,000 more 
cases last year than in 1957, the American Hospital 
Association reported. 

A total of 23,697,000 hospital admissions was reported 
in 1958 as compared to 22,993,000 in 1957, according 


(Continued on Page 1528) 
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to statistics which appeared in the annual Guide Issu 
of Hospitals, journal of the Association. The information 
was compiled from questionnaires received from 6,786 
hospitals in the continental United States. 

Births reported by the hospitals reached an all-time 
high of 3,742,000 babies born in 1958. Each day last 
year there were more than 1,300,000 patients and 48,000 
newborn babies in hospitals. 

The hospitals reported total expenses of $7,133,493,- 
000 of which $4,660,191,000 was for payroll. Total as- 
sets for all hospitals amounted to $15,470,017,000. The 
hospitals employed 1,464,829 personnel in 1958, an aver- 
age of 111 personnel per 100 patients, as compared with 
107 in 1957. This ratio ranged from 224 personnel per 
100 patients in voluntary short-term hospitals to 34 per 
100 patients in non-federal psychiatric hospitals. 

The voluntary short-term hospitals cared for 15,825,- 
136 cases; the average patient stay in these hospitals was 
7.4 days. An average of $29.24 a day was spent by these 
hospitals for the care of each patient, an increase of 
$2.43 over 1957. 

Patients in voluntary short-term hospitals paid an av- 
erage of $1.28 a day less than it cost to care for them. 
Total income from patients in these voluntary hospitals 
in 1958 was $3,277,242,000, while expenses were $3,- 
426,520,000. Patient income made up 92.6 per cent of 
the total income of all these hospitals in 1958, as com- 
pared with 91.2 per cent in 1957. The balance came 


A 


MEDICAL 


from contributions, grants and income from such sources 


as endowments. 
«= 


Fellowship Announcements.—The National Founda- 
tion for Infantile Paralysis on July 15 announced allo- 
cations of more than $1,000,000 in March of Dimes 
funds for education in the health professions, including 
an appropriation for a new fellowship program to give 
doctors more extensive clinical training in the fields of 
rheumatology and birth defects. 

Awards for education in the health fields are in addi- 
tion to grants made for the same period in research and 
clinical investigation. The combined sum awarded is 
more than $3,500,000. 

These awards bring the total sum channeled into 
education for the health professions by The National 
Foundation to almost $32,000,000. Included in the 
$32,000,000 are funds for a Health Scholarship pro- 
gram initiated earlier this year to provide four-year 
college training for young Americans in five of the 
health fields—medicine, nursing, physical therapy, medi- 
cal social work and occupational therapy. The first 515 
winners of these scholarships will be announced this 
summer. This fellowship program is open to residents 
or practicing physicians for study in rheumatology or 
in the treatment of patients suffering from birth defects 
of the central nervous system, both part of The Na- 
tional Foundation’s new program. Stipends will range 
from $3,600 to $7,000 a year. 


(Continued on Page 1530) 
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C A Colle, MD Sg. 


Bill Delay had a frog in his 
throat. 


John Wiseman’was in the same 
boat. 





Thanks to early x-ray. 
John’s voice is o. k. 


He just wrote Bill’s widow a 
note. 


Little sores in the mouth that 
won't heal, 


A lump on the neck you can 
feel, 


Should be speedily treated 
Since once they’re deep-seated 


You might get a really raw 
deal. 


POINT - Larynx - Lungs 
HANGER SIGNAL - Persistent hoarseness or cough. 


Limericks by Sydney B. Carpender—Drawings by Robert Toombs 
Reprinted from the Pennsylvania Medical Journal, November 1957-October 1958. By permission of the Commissior 


= Cancer, The Medical Society of the State of Pennsylvania and the American Cancer Society, Pennsylvania 
Jivision, In 
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Blue Shield Over Sixty-five Coverage.—-Donald Stubbs, 
M.D., Washington, D. C. 
the National Blue Shield, testifying before the Commit- 
tee on Ways and Means of the U.S. House of Repre- 
sentatives on July 17, reported that Blue Shield Plans 


chairman of the Board of 


had approximately 2% million persons over age sixty- 
five enrolled at the end of 1957 and that this significant 
figure had been achieved without special programs for 
the aged but instead by including them as a part ol 
the whole community. 

Dr. Stubbs then reported on the significant progress 
made by Blue Shield Plans since the passage in Decem- 
ber, 1958 of the American Medical Association resolu- 
tion, urging the development of programs to provide 
senior citizens with suitable health care coverage. He 
indicated that, at present, twenty-four of the sixty-five 
Blue Shield Plans located in the United States, with 
about one-third of the total Blue Shield membership, 
offer nongroup enrollment coverage to those over the 
age of sixty-five. In comparison, a year ago, only four 
Plans offered such programs, although all Plans permit- 
ted continuation of coverage to any age if acquired 
before age sixty-five. In addition, there are four more 
Plans, embracing 17 per cent of total Blue Shield mem- 
bership, with programs already approved but not actually 
in effect at this date because of minor details to be 
ironed out. There are twenty-five Plans, with 41 per 
cent of total Blue Shield membership, that have pro- 


grams in various stages of development and under con- 


flores to 


your good 
A Quay... 


YOU KNOW IT'S 
BEST WHEN YOU GET 


_Seakeot 


MILK AND ICE CREAM 
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sideration; only twelve Plans, covering 8 per cent of 
total membership, do not have special programs that 
can be recorded at this time. ‘Thus,’ Dr. Stubbs re- 
vealed, “about 92 per cent of the total Blue Shield 
enrollment is in areas where special programs for the 
care of aged are already in being or are in stages of 
development at this moment.” In the half year since 
the beginning of the concerted effort to add these pro- 
grams to our regular ones, this is a remarkable showing 
of the vigor that can be associated with the voluntary 
effort. Beginning slowly in widely separated areas but 
coming to a crescendo of activity we have here a 
broad picture of the accelerating development which 
we believe will solve this problem in the best way that 
it is solvable if allowed and encouraged to continue 
along these lines. 


The American Association of Doctors’ Nurses, a new 
non-profit organization, has been incorporated to assume 
the membership of the old American Registry of Doc- 
tors’ Nurses. The new organization has been incorpor- 
ated to eliminate all legitimate objections from other 
nursing groups. The new non-profit Association will 
maintain headquarters in the American Building, Wash- 
ington, D. C. The purpose of the Association is to 
promote the welfare of the members, to elevate the 
standards and ethics of their profession, and to enroll 
Doctors’ Nurses in order that they may advance their 


status as proven members of that profession. 


pasTEURIZED 


MOGENI 
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metabolism experiment 


In order to become a member, the Doctors’ Nurse The National Library of Medicine has just issued a 
must be able to qualify as an experienced Doctors’ bibliography on Arthropod-borne Encephalitis. Copies 
Nurse. In addition to stating her qualifications, her may be obtained at no cost upon request to the Acqui- 
application must be signed by a Doctor of Medicine. sition Division, National Library of Medicine, 7th 
Street and Independence Ave. S.W., Washington 25, 


The membership is composed not only of those whose 
Dp, ¢ 


experience has been entirely in doctors’ offices, but also 
Trained Nurses and Practical Nurses who are not serving 
in hospitals, nor engaged in private duty, but are now =e —_ ‘ aihcata ea 
peers. in doctors’ offices hs the present time there MEETINGS OF INTEREST 
are members in 48 states, Hawaii, Republic of Panama, The 24th annual congress of the North American 
et cetera. Federation, International College of Surgeons, will be 
Ihe Association will consist of local and state chapters, held in the Palmer House, Chicago, September 13-17 
which will elect delegates to represent them at all As- The North American Federation covers the United 
sociation Conventions. States, Canada, Mexico, Cuba, Haiti, Guatemala, Hon- 


duras, El Salvador, Nicaragua, Costa Rica and Panama 
Surgical specialties to be represented are: colo-procto- 
Radio Activity and Radio Biology.—_Twenty college logic, neurologic, obstetric and gynecologic, ophthalmo- 
instructors from throughout the United States and Puerto logic, otorhinolaryngologic, orthopedic, plastic and _re- 
Rico are attending a special eight-week institute on construction, trauma and rehabilitation, and urologic 
radioactivity and radiobiology at the University of Michi- Phere will also be surgical motion pictures. 
gan Medical Center. The course is designed to acquaint [he American Rhinologic Society will hold its fifth 
professors with the various aspects of radioactivity, the innual meeting in the Belmont Hotel, Chicago, October 
use of isotopes in research and the effect of radiation on 10. This will be preceded by a surgical seminar in 
living tissues. The institute is sponsored by the National the Illinois Masonic Hospital, Chicago, October 7-9. 
Science Foundation, the Atomic Energy Commission and The Clinical Congress of 1960, American College of 
the U-M Division of Biological Sciences. Those attend- Surgeons, will be held in San Francisco, California. Oc- 


ing from Michigan are: Adrian—Sister Ann Charles tober 27-November 1. 


Duggan, Siena Heights College; Alma—Dr. Lester E. District V of the American College of Obstetricians 


Ever, Alma College: Detroit Sister Marie Fidelis Rem- and Gynecologi t will hold its annual meeting in the 
ski, Marygrove College. Statler Hilton Hotel, Detroit, November 18-21. The 
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LEDERLE LABORATORIES, a Division of Geers) 
AMERICAN CYANAMID COMPANY, Pear! River, New York 


district comprises Indiana, Kentucky, Michigan, Ohio 
and Ontario. Two days will be devoted to the presen- 
tation of a scientific program, it was announced by Dr. 
Edwin S. Hoffman, Detroit, chairman of the program 
committee. 

* * * 


M.D. Locations through July 31, 1959 


Placed by Michigan Health Council.—Edward G. 
Krug, M.D., Lapeer; O. L. Trick, M.D., Durand; 
James S. Scott, M.D., De Witt; Gerald A. VanderVoord, 
M.D., Moline; James Sabal, M.D., Temperance. 

Assisted by Michigan Health Council.—Neal C. Brady, 
M.D., Royal Oak; Keith G. Lieding, M.D., Traverse 
City; Robert Selman, M.D., Pontiac; Thomas A. Hayes. 
M.D., Grand Rapids; Owen S. Erhard, M.D., Eaton 
Rapids; William G. Underhill, M.D., Saginaw; Richard 
D. Sills, M.D., Royal Oak; Jose M. Cueto, M.D., De- 
troit; H. Joseph Cronin, M.D., St. Clair; E. James 
Potchen, M.D., Grand Rapids. 


* * * 
Medical Television Shows produced by Michigan 
Health Council: 
July 5—‘A Career in Physical Therapy’—(Film 
“The Return” 


July 12—“Chiropody”—(Films: “Shake Hands _ with 


your Feet,” “Chiropody as a Career” 


July 19—‘Rehabilitation”—(Film: “Close Up” 
July 26—‘Multiple Sclerosis’—(Film: “In Sickness and 


in Health’’) 
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THE DOCTOR'S LIBRARY 








Acknowledgments of all books received will be made in 
this column, and this will be deemed by us as full com 
pensation to those sending them. A selection will be 
made for review, as expedient. 


HELEN HEARDMAN PHYSIOTHERAPY IN OB- 
STETRICS AND GYNECOLOGY. Including Edu- 
cation for Childbirth. Revised by Maria Ebner, 
M.C.S.P. (Teacher’s Certificate), Diploma in Physical 
Education (Vienna University) Principal of School and 
Department of Physiotherapy of the United Leeds 
Hospitals. With Forewords by W. C. W. Nixon, M.D., 
F.R.C.S., F.R.C.O.G., Professor of Obstetrics, Uni- 
versity of London and Veronica Shand, S.R.N., 
S.C.M., M.T.D., Supervisor of Midwives, Lancashire 
County Council. Second Edition. Edinburgh and 
London: E. & S. Livingstone Ltd. 1959. Price $5.00. 


The anatomy and physiology of the muscles and struc- 
tures of the pelvis are very well illustrated and explained. 
The part of physiotherapy in obstetrics is a definite aid 
to the teachers of natural childbirth. The book is pri- 
marily one for physiotherapists but would be of value 
to expectant parents’ courses and of interest to all prac- 
titioners doing obstetrics and gynecology. Its value in 
gynecology is mainly one of muscle training and strength- 
ening. The book is well worth reading for the exercises 
and the practical anatomy and physiology of women. 


cE. 


SIXTH INTERNATIONAL CONGRESS OF OTO- 
LARYNGOLOGY. Washington, D. C., U.S.A., May 
5-10, 1957. 

This is a publication of that International Congress 
giving pictures in groups of those attending, giving 
minutes, abstracts, papers, hearings, etc. Members hop- 
ing to attend or able to attend were privileged to sub- 
scribe for this volume which is now being distributed. 
It gives a complete record of the actions and accom- 
plishments, containing also a map of the city, location, 
buildings and floor plans of the headquarters at the 
Hotel Statler. 


NOW OR NEVER. The Promise of Middle Years. By 
Smiley Blanton, M.D., with Arthur Gordon. Engle- 
wood Cliffs, N. J.: Prentice-Hall, Inc., 1959. Price, 
$4.95. 


The author is well known for his many books on 
mental hygiene, two of which were written in conjunc- 
tion with Norman Vincent Peale. This book was writ- 
ten with Arthur Gordon and deals with those individuals 
in the thirty-five to sixty year age group. Among the 
subjects treated are Anxiety, Marriage, The Seven Dead- 
ly Work Sins, Money and the Human Body. Case his- 
tories are used to explain theories. 

The book is of value in reviewing what most physicians 
already know and bringing to light many things which 
the conscious mind has suppressed. The book is of 
special value to general practitioners and students. 


].R.P. 
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CLINICAL ORTHOPAEDICS OF THE HAND. An- 
thony F. DePalma, Editor-in-Chief, with the assistance 
of the Associate Editors, the Board of Advisory Edi- 
tors, the Board of Corresponding Editors, Number 
Thirteen. Spring, 1959. Philadelphia and Montreal: 
J. B. Lippincott Company, 1959. Price, $7.50. 


This issue, like its predecessors, is divided into an 
initial section dealing with a given subject in symposium 
form, a second section on general orthopaedics, and a 
third section on scattered orthopaedic items. 

The lead section deals with the hand, and the authors 
present certainly represent an excellent cross section of 
current thinking on hand injuries. Most of the articles 
deal with traumatic problems, although comparative 
anthropology, skeletal development, and tumors are 
discussed too. This section makes the modest price of 
the volume well worth while. 

The section on general orthopaedics largely deals with 
operative problems, although such things as back dis- 
orders are also presented. The scattered item section is 
just as it is named, but always covers some small, but 
annoying, problems. 

This volume, like the preceding numbers in the series, 
continues to be recommended by the reviewer. 


R.H.A 


TECHNIC AND PRACTICE OF PSYCHOANALYSIS. 
By Leon J. Saul, M.D., Professor of Clinical Psychiatry, 
Medical School of the University of Pennsylvania; 
Training Analyst, Philadelphia Psychoanalytic Insti- 
tute; Psychiatric Consultant, Swarthmore College 
Philadelphia and Montreal: J. B. Lippincott Company, 
1959. Price, $8.00. 


This book offers a description of how the analyst 
achieves his insights, understands the individual patient, 
and applies this understanding toward cure. It covers 
subjects such as: the analysts’ concept of his work, inter- 
view technic, free association, unconscious material in- 
cluding dreams, the conduct of the analysis, including 
special complications, and the progressive course and 
termination of the analysis. It contains many insights, 
practical formulations and provocative observations bear- 
ing upon health education and psychoanalytic treatment 
Particularly clear and distinct are its presentations of 
free association, interpretation and dream analysis. 

Dr. Saul has succeeded considerably in avoiding didac- 
tic presentation of his views, although his discussion in- 
cludes the “interpersonalist” concept and even holds 
that shock treatment may “be considered to be an ad- 
junct to psychoanalytic treatment.” 


J.M.D 


YOUR MIND CAN MAKE YOU SICK OR WELL. 
How To Let the Wonderful Powers of Your Mind 
Bring You Magnificent Health and Complete Well- 
Being. By Curt S. Wachtel, M.D. Englewood Cliffs. 
N. J.: Prentice-Hall, Inc., 1959. Price, $4.95. 


This book attempts to popularize most important 
health insights such as the use of the mind for creating 
general health, overcoming ill health, and maintaining 
health already achieved. It provides many brief case 
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descriptions. Its style is eclectic, its author using the 
viewpoints of mental health experts representing several 
schools of psychiatric orientation, as well as selecting 
established religious truths. Dr. Wachtel’s devotion to 
the principle of self-help heightens the practical useful- 
ness of his text. 

It is possible that, along with the helpfulness of his 
physician, many a reader will be able to experience its 
publisher’s claim, “This book shows you how to con- 
sciously make your mind your most potent defense against 
illness. As you read these pages, you will find yourself 
kindling a greater physical energy—and generating a 
new enthusiasm—for meeting the challenges of life.” 


J.MD. 


BOOKS RECEIVED 


AS OTHERS SEE US. A Report of the Joint Commit- 
tee on Health Problems in Education of the National 
Education Association and the American Medical As- 
sociation. Chicago: American Medical Association, 
1959. Single copies 25c. 


ANSWERS TO HEALTH QUESTIONS IN PHYSI- 
CAL EDUCATION. Joint Committee on Health 
Problems in Education of the National Education As- 
sociation and the American Medical Association, Wash- 
ington 6, D. C.: American Association for Health, 
Physical Education and Recreation. A Department of 
the National Education Association, 1959. Price, $.50. 
Discounts on quantity orders: 2-9 copies, 10 per cent; 
10 or more copies, 20 per cent. 
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THERAPEUTIC RADIOLOGY RATIONALE, TECH- 
NIQUE, RESULTS. By William T. Moss, M.D., As- 
sistant Professor of Radiology, Northwestern University 
School of Medicine; Department of Radiology, Chi- 
cago, Illinois; Director, Department of Therapeutic 
Radiology; Chicago Wesley Memorial Hospital; Chief, 
Department of Therapeutic Radiology; Veterans Ad- 
ministration Research Hospital, Chicago, Illinois. 
With Foreword by Lauren V. Ackerman, M.D. With 
146 illustrations. St. Louis: The C. V. Mosby Com- 
pany, 1959. Price, $12.50. 


The need for a work which incorporates newer tech- 
niques in the comprehensive coverage of the field of 
therapeutic radiology is answered by this book. The 
material is extremely well organized, beautifully illus- 
trated and contains a complete bibliography of recent 
literature on the subject. Rather than a “recipe book” 
type of text, the author has dealt in principles including 
response of normal tissues to irradiation, response of 
disease dependent on pathologic type, forms of radiation 
used, techniques of administration and results of treat- 
ment. There is also an excellent and impartial discus- 
sion of the relative merits of radiation and surgery ac- 


cording to the location and pathologic type of the lesion 


This material is presented in an interesting and easily 
read fashion. Both the physician desiring a review of 
the field of radiation therapy and the practicing thera- 
peutic radiologist who needs a reference work will profit 


from this book. 
W.S.G 
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growing suburban area. Modern, fully equipped office 
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Box 8, 606 Townsend Street, Lansing 15, Michigan. 


FOR SALE—Well-established practice and _ ten-bed 
hospital in community of 20,000. Two-story building 
with living quarters in rear. Equipped with operating 
room, x-ray, Metropolitan delivery table and complete 
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years ago. Relocating due to ill health. Write: 
Box 9, 606 Townsend Street, Lansing, Michigan. 
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WANTED—M.D.—OSCODA COUNTY — Population 
3,800, doubled in summer months. Nearest M.D. 32 
miles. Home and office space available on main 
street of county seat, Mio. For further details, con- 
tact Mio Boosters’ Association, Mio, Michigan. 


OB-GYN—Southwestern Michigan resort area, town of 
35,000, shopping area 100,000. Established ten years, 
gross to $60,000. Two approved hospitals four and 
eight minutes. Buy lease of air-conditioned office, 
general office equipment, records, medical equipment 
optional. Will introduce. Duration desired. Terms. 
Write: Box 16, 606 Townsend Street, Lansing, Mich- 
igan. 


FOR RENT—Three-room suite in new medical build- 
ing. Location ideal—one hour from the heart of 
Detroit—One G.P., who is also interested in helping 
with Industrial Medicine as a relief man. Up and 
growing community. For further details, contact: W. 
C. Gibson, M.D., 216 East Commerce St., Milford. 
Michigan. Phone Milford, MUtual 4-6775 and 4-6771. 


EXCELLENT OPPORTUNITY for associate in general 
practice. New two-man clinic in town of 10,000. 
80-bed hospital. Salary open, depending on training 
and experience. Reply Box 15, 606 Townsend St., 
Lansing, Michigan. 


MEDICAL PRACTICE with real estate and living quar- 
ters in good community, only nine miles to good hos- 
pitals, large income, low down payment as owner is 
retiring due to health and age. For details call or 
write Lee Guernsey, LaNoble Realty, 1516 E. Michi- 
gan Avenue, Lansing. Michigan. IVanhoe 2-1637, 
Evenings IVanhoe 9-1814. 


SEMI-RETIREMENT OPPORTUNITY — A business 
man nearing retirement wishes to associate with a doc- 
tor of medicine approximately four months per year 
in developing and operating a rehabilitation retreat 
for business men. Writer owns island property near the 
Canadian border suited to this purpose. Need medical 
supervision of diet and controlled activity. Would like 
to begin plans now and start in summer of 1961. 
Physician should like outdoor life and fishing. For 
added information contact Box 17, 606 Townsend 
Street, Lansing, Michigan. 


LIMITED PRACTICE OPPORTUNITY—Small alco- 
holic hospital in Central Michigan requires the serv- 
ices of a doctor of medicine for approximate sly four 
hours per day. For further information write Box 18, 
606 Townsend Street, Lansing, Michigan. 


OBSTETRICS AND GYNECOLOGY—Approved three- 
year residency, available July 1, 1960. Open to grad- 
uates from an approved medical school and approved 
internship, or others holding a temporary or permanent 
Michigan medical license. Salary $4800 to $5700. 
Uniforms furnished. Room available for single resi- 
dents. Apply to Assistant Administrator, Crittenton 
General Hospital, 1550 Tuxedo, Detroit 6, Michigan. 
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